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N APPROACHING the complicated problems of reconstructive sur- 
gery in gynecology it is desirable to reduce them if possible to the 
simplest terms. Thus if one were to ask what are the primary re- 
quirements to be met, the answer would be somewhat as follows. 
First, there are certain well-defined symptoms for which the patient 
seeks relief, and which she expects the surgeon to cure. Secondly, 
there exist as causes for these symptoms certain anatomic abnormali- 
ties which the surgeon must study in their specific relationship to the 
symptomatology. Thirdly, certain mechanical means must be devised 
by which not only will the tissue defects be anatomically repaired, but 
the patient’s symptoms at the same time be thereby relieved. 
We shall discuss the subject according to these three headings 
with special reference to the technical problems involved in the last. 


SYMPTOMATOLOGY 


A typical case requiring reconstructive surgery presents a complex 
of symptoms of which the more familiar are backache, pains in the 
loins, pelvic pains on one or both sides, digestive disturbances, nerv- 
ous symptoms of all kinds, consciousness of the extrusion of parts 
through the introitus, functional incontinence of urine, leucorrheal 
discharge, ete., ete., and finally pelvic pressure with a resulting sense 
of weakness and general incapacity. Some patients present all these 


*Read at a meeting of the New York Obstetrical Society, February, 13, 1923. 


Note: The Editor accepts no responsibility for the views and statements of 
authors as published in their ‘‘Original Communications.’’ 
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symptoms and many more besides. Some complain perhaps of only 
one or two, and in rare instances even of marked relaxation, subjec- 
tive symptoms may be absent. In the vast majority of cases, however, 
the last named symptom of pelvic pressure with general unfitness is 
present and is usually paramount. So important is this one factor in 
the symptomatology of prolapse that we shall ny it by naming 
it the cardinal symptom. 


ANATOMIC ABNORMALITIES 


As in the symptomatology, there is found in the typical reconstrue- 
tive case an extraordinary complexity of corresponding tissue defects, 
of which may be enumerated the customary laceration of the cervix, 
cystocele, rectocele, diastasis of the abdominal rectus muscles, diasta- 
sis of the levator ani muscles, stretching and inadequacy of the round, 
broad, cardinal and uterosacral ligaments, laxness of the pelvic fas- 
cia, varicosities of the pampiniform plexus of veins, uterine malposi- 
tions of all kinds, cavernous posterior culdesac, ete., etc., and finally 
a descent of the uterus from its normal plane in the pelvis. Here 
again we have reserved until the last that one condition which we 
regard as of paramount importance in relation to the constitutional 
symptoms of the patient. By descent of the uterus we mean an actual 
sagging of the pivotal point of the uterus at the internal os, and it is 
to this sagging that we ascribe the symptom of pelvic pressure which 
we have designated as the cardinal symptom. To the condition of 
uterine descensus therefore we shall apply the term cardinal lesion. 


Doubtless this sounds very academic, possibly axiomatic, neverthe- 
less it establishes a simple working basis on which may be elaborated 
a systematic surgical treatment of prolapse. Thus we may state that 
the first law in treating a typical case of prolapse is to repair the car- 
dinal lesion in order to cure the cardinal symptom. Subsidiary lesions 
with their associated symptoms are dealt with as incidentals in com- 
pleting the operation, a subject which will be discussed later on. 


MECHANICAL MEASURES FOR TREATMENT 


We come now to the third heading of our paper, namely, an inquiry 
into the mechanical means of repairing the chief anatomical defects 
and in discussing this part of the subject, I am conscious that I am 
treading on disputed ground. I wish, however, to have it understood 
that in dealing with this subject, I am not actuated by a econtrover- 
sial spirit. For I well recognize that in the performance of reconstruc- 
tive surgery excellent results may be attained by more than one 
method. Whatever criticisms I shall make are the outcome of ‘per- 
sonal experience, and are made with the realization that certain meth- 
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ods that have failed in my own hands have been followed by success 
in those of others. 

If we are right in our primary conclusion, it is evident that our 
chief duty in repairing a given case of genital prolapse is to restore 
the pivotal point of the uterus to its normal level. As this is, at 
least in our own opinion, the keynote to the situation, it entails a 
eritical review of the various operations in common use, judged from 
this particular standpoint. 

We shall first consider those operations in the use of which descen- 
sus of the uterus is recognized as the cardinal lesion, and in this list 
would be included all operations which depend for their success on 
some form of ligamentary support. Operations of this kind may be 
divided into two important classes, first, those which aim to restore 
the uterus as nearly as possible to its natural position and environ- 
ment, and secondly, those which seek to gain a new support by some 
form of artificial ligamentation. 

I shall select for discussion certain representative procedures with 
which I have had personal experience. 

Of all the operations which aim to restore the uterus to its natu- 
ral conditions the Alexander most nearly fulfills the requirements. 
My personal experience with this operation dates back to a time many 
years ago when I was accustomed to perform it, and especially to the 
preparation of a paper on Retroversion, published in 1907, in which 
I studied the results of a series of 500 cases of retroversion and pro- 
lapse operated on by various methods then in vogue. In the investi- 
gation of the end results I found in the Alexander operation a high 
percentage of recurrences and on theoretical grounds this would be 
expected. The round ligaments are at best a variable quantity, often 
being so tenuous as to form little more than a fold in the peritoneum. 
They must therefore be unreliable as suspensory ligaments in cases 
where great tensile strength is required. Moreover as a mechanical 
principle the oblique, almost right-angle, pull which the shortened 
ligaments of an Alexander exert on the fundus of the uterus cannot 
be regarded as adequate in cases that demand suspensory power. After 
observing the results of the Alexander operation it was given up at 
the Free Hospital. I should say in justice that all these early opera- 
tions were done by the original method. More modern technic has 
greatly improved the results as I ean testify from the occasional ob- 
servance of Dr. Studdiford’s excellent work. I am convinced how- 
ever that in marked prolapse cases the Alexander principle is unre- 
liable. 

Next to the Alexander operation, from the point of natural restora- 
tion, stands that class of operations in which the round ligaments are 
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_ reduplicated intraabdominally, of which the Coffey operation is the 


best example. In the investigation noted above I was enabled to 
observe the results of simple intraabdominal shortening, done mostly 
by the Wylie method. Recurrences were extremely common, amount- 
ing to over 30 per cent. This type of operation, rarely done at the 
present day, may be dismissed without further comment. Coffey’s 
operation has the advantage over simple round ligamerit reduplication 
in that it also makes use of the broad ligaments. Theoretically the 
operation possesses the same mechanical defects as the Alexander, 
since the suspensory support is obliquely applied. Moreover it is 
upon the weaker ends of the ligaments, that the burden of support 
ultimately depends. Our experience with the Coffey operation was 
short and unsatisfactory. Partial, though never complete recurrence 
of the malposition was almost the rule, together with return of symp- 
toms. Here again it must be said in justice that the operation in the 
hands of some seems to be a success, notably in the eclinie of Dr. John 
G. Clark, and that we are open to the criticism that our failures may 
have been due to faulty technic. Granting this, I am still of the 
opinion that the Coffey principle is inefficient as a measure for uter- 
ine support, and that excellent as it is in some respects it has only a 
limited field of usefulness. 


A third procedure which purports to restore the uterus to a normal 
condition is the so-called Baldy-Webster operation of posterior redu- 
plication of the round ligaments drawn through rifts in the broad 
ligaments. I have had an opportunity to. draw conclusions as to the 
efficacy of this operation, both from a number of my own eases and 
from those operated upon by other members of the Free Hospital staff. 
Anatomic and symptomatic results were extremely unsatisfactory. 
Theoretically the operation possesses the defects of both the Alexan- 
der and Coffev procedures, and in addition presents the serious disad- 
vantage of causing post-operative adhesions that are apt to implicate 
the ovaries. I have had occasion not infrequently to open the abdo- 
men after this operation, and have found not only a sagging back- 
ward of the uterus into the position of retrocession, but also in each 
ease lateral adhesions evidently the result of traumatizing the leaves 
of the broad ligament. 


In reporting our failure in the use of the Baldy-Webster operation, 
T make no apologies on the ground of possible faulty technic, but 
frankly state my firm conviction that the operation is based on unsound 
surgical principles. 

Passing on to other types of operations for the relief of retrodis- 
placement and prolapse, we need only mention the old-fashioned ven- 
tral fixation and suspension operations which consisted of attaching 
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the uterine fundus to the anterior abdominal wall. These operations 
though often successful were also surgically ill-advised and gave so 
much trouble from dystocias, intestinal obstructions, post-operative 
adhesions, and recurrences, ete., that they were universally abandoned. 
The evil reputation which this type of operation attained led to the 


general condemnation of the hysteropexy principle, which still exists 
to some extent. 


We come now to that class of operation which involves a suspen- 
sory shortening of the round ligaments, sometimes designated as the 
internal Alexander type. From the numerous operations of this form 
that have been devised I shall choose for discussion only those with 
which I have had a personal experience, namely, the Gilliam, Kelly’s 
modification of the Gilliam, Mayo’s internal Alexander, and Simp- 
son’s modification of Mayo’s operation. 


The Gilliam operation was very successful in our hands not only 
in regard to nonrecurrence of malposition, but also to its suspensory 
power. The direct pull of the ligaments, in cases requiring elevation 
of the uterus, has a great mechanical advantage over the long oblique 
tension characteristic of the Alexander, Coffey, and Baldy-Webster 
operations. Moreover it could readily be demonstrated in cases which 
underwent later abdominal sections that the real supporting power in 
a Gilliam operation is attained by adhesions between the abdominal wall 
and the short leg of the ligamentary loop—adhesions which were pro- 
duced by the necessary traumatization of the abdominal wall. Hence 
it is sometimes difficult to state at a later section whether the suspen- 
sion was done by the Gilliam or the Olshausen method. This is a 
point to which we shall refer later. The objections that we found to 
the operation were first that it traumatizes too greatly the abdominal 
wall, especially as regards the rifts made in the fascia through which 
the ligamentary loops are drawn and through which herniae may de- 
velop. Secondly the slack required for the loop shortens the outer 
legs of the ligament and thus diminishes the size of the lateral open- 
ings between the ligaments and the abdominal wall, thus increasing 
somewhat the danger of intestinal obstruction. Thirdly, the uterus 
is apt to be drawn too closely to the abdominal wall, a condition which 
is considerably enhanced by the too extensive adhesions resulting from 
the trauma to the peritoneum. This increases the danger of a loop of 
intestine being caught in the central opening, between the fundus of 
the uterus and the abdominal wall. In fact it was through this par- 
ticular opening that most of the intestinal obstructions reported in the 
literature took place. 


The Gilliam operation was given up at the Free Hospital in favor 
of the Kelly modification, which consisted in drawing the ligaments 
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through the peritoneum and muscle bellies and joining the two loops 
in the midline beneath the fascia. This procedure had the advantage 
over the Gilliam in that it could be performed more rapidly and that 
it avoided the undesirable openings in the fascia. On the other hand 
a greater loop of the round ligaments was required thus diminishing 
still more the lateral openings, and also limiting the mobility of the 
uterus. Many operations of the Kelly type were performed with re- 
sults that were for the most part satisfactory. The operation was 
finally abandoned however in favor of the so-called Mayo’s internal 
Alexander, by which the round ligaments are drawn through peri- 
toneal puncture-openings at the internal inguinal rings, the loops being 
then drawn together over the muscles, beneath the fascia and sutured 
in the middle line. A great many of these operations were performed 
at the Free Hospital, and it is still frequently employed by one of 
the members of the staff. One of the chief objections to the operation 
is that it is necessarily limited to its scope, that is to say there is but 
one position and one level for the uterus to assume after the ligaments 
have been united, nor can this position be exactly foretold on account 
of the frequent variation in the anatomical attachments of the round 
ligament to the uterus. This limitation of adaptibility is we shall 
see a matter of much importance. 


In my personal practice, I was led to relinquish the operation after 
encountering several cases requiring a later abdominal section, in 
which the uterus was found plastered as it were to the anterolateral 
abdominal wall on one or both sides. In one case the uterus and 
adnexa were so completely adherent to the abdominal wall that they 
formed an uninterrupted diaphragm across the pelvis. Moreover, it 
was in a case operated on by the Mayo method that there occurred 
the only case of intestinal obstruction that has ever come to our 
personal notice following suspension operation. 


During the period in which we were employing the Mayo internal 
Alexander it was frequently varied with Simpson’s modification, in 
which the round ligaments are drawn back into the internal ring 
through their own sheaths. The operation was designed with the 
purpose of avoiding the possibility that exists in the Mayo procedure, 
of leaving a small lateral opening through which a loop of intestine 
might prolapse. Aside from this advantage the operation is more 
difficult and takes longer to perform, and exhibits the same defects 
that we have described in relation to the Mayo operation. 


There remains now to mention a type of operation for prolapse 
which seeks to restore the organs by support from below rather than 
by suspension from above, and as examples of this type I shall men- 
tion those operations and their modifications which are more particu- 
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larly associated with the names of Watkins, Goffe, Mayo, Ward and 
Bissel. 

Like Agag of old I approach this subject delicately. It is neces- 
sary for me at once to make the admission that not since my early 
work in which I discovered the futility of curing a general prolapse 
by ordinary plastic methods have I attempted to cure such a case 
solely by an operation from below, even in the face of recommenda- 
tions from such eminent surgeons as those whom I have mentioned 
above. And this course I have pursued as the result of a conviction, 
acquired many years ago and strengthened by experience that the 
eardinal lesion of prolapse is the descent of the pivotal point of the 
uterus and that its cure symptomatically as well as anatomically 
demands an elevation of this point to a plane in the pelvis as high as 
it is possible to place it. It is difficult for me to conceive that this 
object can be attained as well by a supporting operation performed 
through the vagina as by a suspensory operation executed abdominally. 

Having thus reviewed the advantages and disadvantages of various 
methods employed in the reconstruction of a prolapsed uterus we are 
ready to formulate a list of requirements which one would demand 
of an ideal operation could such be found. Primarily the procedure 
must repair the cardinal lesion, i.e., descensus of the pivotal point, 
by securing a permanent elevation of that point. Inasmuch as in 
eases of prolapse there is great variation in the amount of descensus 
and in the length of the uterine body, the ideal operation should pro- 
vide that the uterus be secured in a corresponding variety of posi- 
tions, and not be limited to a single one as in most of the operations 
described above. The proposed operation should be devoid of the 
danger of intestinal obstruction, dystocia, or discomforting postoper- 
ative adhesions. It should insure the permanency of the restored 
uterine position even in the event of later pregnancies. It should be 
capable of easy and rapid performance and should as little as possible 
traumatize, mutilate or distort the tissues involved. And finally and 
most important of all, it should be the means of restoring the patient 
to a sense of fitness and physical well-being. 

Of course no such perfect operation has ever been devised, and 
probably never will be, but in our experience the Olshausen suspen- 
sion operation more nearly meets the ideal requirements than any 
other with which we are familiar. 

Before discussing the merits of this operation it is first necessary 
to describe its technic for the benefit of those who may not be fa- 
miliar with it. 


The round ligaments are first grasped by half length clamps at points usually 
about half an inch from the attachment of the ligament to the horn of the uterus. 
The clamps are locked somewhat tightly in order deliberately to traumatize the 
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peritoneal covering at those points. The uterus being brought up to the ab- 
dominal wound by traction on the clamps, beginning on the right a suture of No. 
7 braided silk, doubled, is passed beneath the round ligament at the point grasped 
by the half length clamp. It is then passed into the abdominal wall at a chosen 
level, about one and a half inches from the edge of the wound, through the peri- 
toneum, rectus muscle, and fascia. At a point about half an inch from its exit 
in the fascia the suture is then carried back into the peritoneal cavity through the 
same layers, in reverse order. While the assistant approximates the ligament to the 
abdominal wall by traction on the clamp, the operator draws the suture snug, re- 
moves the clamp on the ligament and clamps the suture ends without tying the 
knot. The same procedure is then carried out on the left side, and both knots tied 
inside the peritoneal cavity, that on the right being tied last. The tying of the 
knots is very important as they should be drawn as tightly as possible. The op- 
eration is extremely simple requiring only one or two minutes in its execution, 


The rationale of the Olshausen operation is to create on each side a 
short powerful artificial ligamentous attachment of the round liga- 
ment close to, but never including, the uterine muscle itself. In this 
way the uterus is suspended from the abdominal wall directly in- 
stead of obliquely as in many other operations, but still retaining a 
competent mobility. The creation of an efficient artificial ligament 
is attained by the use of the special silk ligature, which though at 
first sight unsurgical in principle, is nevertheless necessary for the 
success of the operation. The fundamental idea is to take advantage 
of the adhering qualities of the peritoneum, and this is brought 
about by a traumatization of the contiguous peritoneal areas included 
in the knot. This injury to the peritoneum is first produced by the 
clamp which grasps the round ligament, and if need be augmented 
by searifying the surfaces which are to be in contact. The really 
effective trauma which gives impulse to a proper adhesion reaction 
is gained by drawing the knot very tightly, thus causing a superficial 
necrosis between the two peritoneal surfaces. The large size of the 
silk, No. 7, braided, permits of a tight knot without breaking the 
suture, while its being doubled prevents cutting through the tissues 
included in the ligature. Doubtless also the irritating presence of 
the silk enhances the fibroblastic power of the subperitoneal tissue. 
The large silk ligatures are therefore employed for the purpose of 
securing a proper adhesion, rather than for any specific supporting 
strength. After the formation of the adhesion they work their way 
outward, and in a comparatively short time may be found imbedded 
in the muscle fibers just beneath the fascia. 

We are now ready to enumerate the specific advantages which the 
Olshausen operation offers: 

In the first place it permanently overcomes the cardinal lesion of 
descensus, and does so on sound mechanical principles. Moreover by 
creating purely artificial ligaments the restoration of the uterus is 
attained entirely independently of the natural ligaments. The at- 
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tempt to redintegrate ligaments which have already proved them- 
selves treacherous is to my mind illogical. In this operation a better 
result may be achieved by the simple passing of two sutures than can 
be accomplished by the most laborious individual reconstruction of 
all the ligamentary supports of the uterus. In addition the opera- 
tion offers the widest latitude in repairing varying degrees of descen- 
sus or length of uterine body. Thus the greater the amount of 
descensus the higher may the attachment be made on the anterior 
abdominal wall, even to a point half way to the umbilicus. If the 
descensus is so great that the uterus can be drawn completely outside 
the abdominal wound the fundus may be amputated, the round and 
broad ligaments attached to the cervical stump, and the Olshausen 
operation performed in the usual way. We are accustomed to employ 
this method in the more pronounced cases of procidentia. If per- 
chance the uterine segment is too short as may happen in fat women 
with atrophied genitals, or if extra mobility is desired as in young 
women with simple retroversion, the ligaments may be attached at 
greater distances from the uterus. Thus no matter what condition 
presents, the desired position of the uterus may be gauged with the 
greatest accuracy. 

Of much importance in all suspension operations is the question of 
future pregnancies. Dr. Richard Wadsworth of the Free Hospital 
staff who has delivered many of his own cases in which he had per- 


formed previous Olshausen operations states that he has never had 


any difficulty in the deliveries which could be attributed to the oper- 
ation. He adds that during the latter few weeks of pregnancy there 
is apt to be some drag on the ligamentary attachments to the ab- 
dominal wall. Dr. Howard T. Swain who has attended many of my 
own eases in childbirth allows me to quote him as follows. ‘‘In my 
experience the Olshausen operation surpasses all others of its kind 
in surviving pregnancy and childbirth. In delivering patients on 
whom the operation has been performed I have had absolutely no 
trouble from dystocia.”’ 


A number of cases have submitted to cesarean section, in which 
extensive combined plastic operations have been performed, but this 
mode of delivery was chosen in order to avoid damage to the plastic 
work rather than from fear of trouble from the ligamentary suspen- 
sion. The freedom from dystocias is readily accounted for by the 
changes that take place during pregnancy. The proximal ends of 
the ligament, that is to say the portions between the uterus and the 
artificial adhesions, which in the non-pregnant state average from 
34 to 1 inch in length, hypertrophy and stretch to an extraordinary 
degree, reaching a length of 6 or 8 inches. The pregnant uterus is 
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therefore very little limited in its normal ascent in the abdominal 
cavity. The drag of the ligaments is sufficient occasionally to cause 
some discomfort in the later stages of pregnancy but does not inter- 
fere with a natural delivery. 


With regard to the danger of intestinal obstruction, I can state 
that no such complication has ever come to my notice nor to that of 
my associates who have long been using the Olshausen operation. 
There being no tension on the round ligaments, the lateral openings 
are bounded by the abdominal wall and the upper portions of the 
broad ligaments, flat, distensible surfaces, which one would hardly 
expect to inearcerate a loop of intestine. It is, of course, conceiv- 
able that the intestine might be caught in the central opening in- 
cluded between the two artificial ligaments. No such case however 
has come to our knowledge. 


So adaptable is the Olshausen operation that it lends itself to the 
treatment of practically every condition in which uterine suspension 
is desirable. We are accustomed to employ it in simple retroflexions, 
prolapse in every degree even to the most extensive cases of proci- 
dentia, and in conservative pelvic inflammatory cases as a prophy- 
laxis against postoperative retroversion. In the treatment of dys- 
menorrhea associated with anteflexion it is our greatest asset. In 
young patients, in whom the avoidance of an abdominal scar is 
desirable, it may be performed through a Pfannenstiel incision, the 
fascia being opened longitudinally. Employed in this way it is in 
our opinion superior to the Alexander operation, especially as it pro- 
vides more easily for incidental work in the pelvis and removal of 
the appendix. 


In the series of procedures that make up a reconstructive opera- 
tion for general prolapse the Olshausen suspension is in our hands 
by far the most important factor. Especially is this so in its relation 
to the repair of the cystocele. The attachment of the bladder to the 
anterior cervical wall is the golden link which no suspensionist severs, 
for it is by this very connection that the bladder as an organ is re- 
stored to its normal level by the elevation of the pivotal point of the 
uterus. The redundant sacculation of the bladder in its relation to 
the vagina is reduced by a local plastic operation which makes use 
of the vesicovaginal layer of fascia. Recurrences of cystocele are 
rare in our series. Suspension of the uterus does not cure the recto- 
cele, but rather exposes it to greater abdominal pressure. Especial 
eare is therefore required in the perineal operation. When the rectocele 
is pronounced a central operation implicating the rectovaginal fascia 
is advisable, and if need be an obliteration of Douglas’ fossa by the 
Moscheowitz principle. 
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Finally the relationship of the Olshausen suspension to the ab- 
dominal wall is of extreme importance. A heavy prolapsing. uterus 
attached to a weak flabby abdominal wall is an anomaly and may 
lead to distressing results. The difficulty is, in all but extreme cases, 
obviated by a repair of the diastasis of the abdominal rectus muscles 
through a skin incision carried to or above the umbilicus. 


Having thus extolled the merits of the Olshausen operation, we 
must now inquire into its demerits. The use of the bulky silk sutures 
is unquestionably a serious disadvantage, involving as it does an 
unwise surgical principle. As would be expected the suture may be- 
come infected, cause a permanent sinus and require surgical removal. 
This uncomfortable result occurs in a small percentage of cases as 
will be seen in the statistical report. The operation of removal is 
a minor one as the silk stitch always lies in the abdominal wall ex- 
ternal to the peritoneum. However the use of silk cannot be avoided 
as it is the principal factor in producing a proper adhesion to the 
round ligament. Catgut and animal tendon are entirely unreliable, 
their use being followed by a very high percentage of recurrences. 
This is due partly to the fact that they do not permit the tying of a 
competent knot, and partly because they are not sufficiently irritating 
to the tissues in the production of the necessary adhesion. Linen is 
theoretically preferable to silk, but in practice we found that it not 
infrequently failed to create adequate ligamentation. 

We have therefore retained the silk suture on the ground that 
its merits vastly outweigh its disadvantages. 


STATISTICS 


I have personally performed the Olshausen operation by the method 
I have described 1370 times, 50.2 per cent of the cases being for 
general prolapse of all stages. The other cases include, in the order 
of frequency, simple retroversion, anteflexion with retrocession, pelvic 
inflammation, uterine fibroids, ovarian tumors and extrauterine preg- 
nancies. Of the 1370 cases there are recorded follow-up examinations 
in 746, made at periods ranging from 2 months to about 8 years after 
operation. 


In six of the recorded eases the artificial attachment failed to hold. 
Of these six failures, 2 occurred where the cervical stump had been 
suspended for severe procidentia; 3 followed childbearing, and 1 
followed suspension for simple retroversion in a patient who had had 
a previous recurrence after round ligament shortening. 

In 15 of the 1370 cases one of the silk stitches became infected, 
and in 6 of these cases the stitch required removal. In the remaining 
eases the wound healed or the stitch was discharged spontaneously. 
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In 1 ease a small hernia worked its way through the site of the silk 
ligature on one side of the wound. 

There were no known eases of intestinal obstruction, nor of dystocia 
following the operation and this may also be said of all the cases 
operated on by the Olshausen method at the Free Hospital for Women 
by other members of the staff. 

There were four deaths in the present series, one from pulmonary 
embolism in a case of procidentia; one from cerebral embolism in a 
prolapse case with a history of endocarditis; one from probable peri- 
tonitis in a case of tubercular salpingitis; and one from a typical 
streptococcus peritonitis. In this last case the abdomen was opened 
on the suspicion of an intestinal obstruction, at which time the true 
diagnosis was made. The patient died soon after the second opera- 
tion. Thus it will be seen that none of the deaths could be attributed 
specifically to the Olshausen operation. , 


SUMMARY 


We may recapitulate our observations on the Olshausen operation 
as follows: 


1. It is the simplest and most rapidly performed of all the opera- 
tions now in use for reposition of the uterus. In permanency it is 
the equal of any and superior to many of the other operations. 

2. Its simplicity makes anatomic dissections and injury of surround- 
ing tissues unnecessary. 

3. In prolapse cases it permanently reduces the descensus of the 
uterus, and effectively relieves the symptom of pelvic pressure. It 
is versatile in its adaptation and may be applied in any condition of 
prolapse no matter how severe. 

4. When performed in association with a cystocele it is the chief 
factor in curing the cystocele. 

5. It is associated with an inappreciable danger of intestinal ob- 
struction and of dystocia. 

6. Its one serious drawback is the silk ligature, which however 
is necessary for its proper execution. 


244 MARLBOROUGH STREET (For discussion, see p. 223.) 
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THE SOCIOLOGICAL RESPONSIBILITY OF OBSTETRICS 
AND GYNECOLOGY* 


By O. Paut Humpstone, M.D., F.A.C.S., Brookiyn, N. Y. 


OCTAL science deals with no more humane or altruistic subject than 
preventive medicine. This is the link uniting the physician to 
the sociologist. The conservation of the essential function of woman 
in its relation to the individual, the home, and the nation, is particu- 
larly our obligation. Our intimate knowledge and wide experience 
with the functions and abnormalities of the generative tract of woman 
should eminently fit us to propose and evaluate all welfare movements 
having to do with child bearing. , 

Have we not here a sociological responsibility to the State and to 
ourselves which we are neglecting? 

The people who heretofore have wished and trusted us to do their 
scientific thinking for them, are now attempting to do it for them- 
selves. The sociologist is attempting to deal with our problems with- 
out our counsel. As an outcome of this, good and bad statutes con- 
ceived by sociological welfare workers rather than practical medical 
men are being written into the laws. This has resulted in political 
control, under wrong auspices, of medical problems, the laws govern- 
ing which should have been instituted by the doctors themselves and 
the problems kept under purely medical control. 

If medicine is to be practiced in the future under statutory laws, 
and if we may judge from the experience of all business this seems 
probable, it behooves the medical profession to get into closer touch 
with the law makers and to give more thought in the scientific bodies 
to constructive legislation. 

The general practitioner is awake to his interests in this matter; 
but the majority of specialists discuss the subject very little in their 
scientific meetings. We are so interested in the solution of the prob- 
lem of the individual patient that we lose the vision of our medical 
problems in the body politic. 

A helpful remedy for this situation lies, in my opinion, in two things. 

First.—The free discussion before our special societies, of welfare 
problems in which special interest, knowledge and sound judgment 
will there find the wisest solution. The placing on record of our 
policy toward such problems. 

May I cite an incident exemplifying the need of this suggestion. 

The chairman of the legislative committee of the New York State 


*Read at the Joint Meeting of the New York and Philadelphia Obstetrical Soci- 
eties at Philadelphia, April 5, 1923. 
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Medical Society told me that in the instance of four bills relating to 
obstetrics which came up during the last year, it was impossible for 
him to get an expression of opinion from the leading obstetrical so- 
cieties of the State on any of them before the bills had to be acted 
upon. 

My second suggestion for a remedy. is personal. 

Our leaders in the special branches should be more willing to be- 
come delegates to the legislative bodies of medicine, after having 
formulated definite policies in their scientific meetings toward partiec- 
ular medical problems which experience and judgment make them 
specially fitted to wisely devise. 

In the County, State and National organizations they much prefer 
the pleasant atmosphere of the scientific session to the tense political 
environment of the House of Delegates. However here is where con- 
structive plans must come into actual touch with the law making 
bodies of government. 

One cannot leave this phase of the subject without a word of tribute 
to the men of our profession who are wrestling with our problems. 
Particularly would I mention the Council of the American Medical 
Association of the vast amount of whose effort few of us are aware of. 

Three national welfare movements at the present time are demand- 
ing our judgment and appraisal. 

1. The propaganda for birth control. 

2. The national movement for prenatal care. 

3. Midwives in America. 


BIRTH CONTROL PROPAGANDA 


Theodore Roosevelt once said: ‘‘The greatest of all curses is the 
curse of sterility, and the severest of all condemnations should be that 
visited upon wilful sterility. The first essential in any civilization is 
that the man and the woman shall be the father and the mother of 
healthy children, so that the race shall increase and not decrease.”’ 

Now come the Neomalthusians claiming that ‘‘if only the devastat- 
ing torrent of children could be arrested for a few years it would 
bring untold relief.’’ Overpopulation they say is the source of all 
social evil. Sutherland, an English physician, has well pointed out 
that their scheme is utterly unsafe, ‘‘sinee they argue from false 
premises to false deductions.’’ ‘‘The overpopulation seare is a myth. 
Indeed the end of the world a philosophic and scientific certitude, is 
more imminent than its overpopulation.’’ A living and a useful 
activity can be found for all the healthy sons and daughters that 
can be born. 

Another group has the vision of a superrace of men developed by 
arbitrary control of the sexual relations of human beings, on the 
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scientific basis of a stock breeder’s knowledge of the effects of sexual 
excess, heredity, polygamy, and polyandry. This argument is too 
materialistic for any one to accept, who has any faith in the spiritual 
side of human life, with its social stigmata, its religious beliefs, and 
its natural laws. 

However the birth rate is falling in this country among the native 
population at least, and this is doubtless due in part to birth control, 
under the motive of economy. There has developed a high standard 
of comfort, an intensely individualistic outlook on life among men, 
and an emancipation and intellectual development among the women, 
with a refusal to accept motherhood, to the extent that in the New 
England States and New York, at least, the native population is not 
reproducing itself. The native rural population in New York is just 
about breaking even between births and deaths, while the foreign pop- 
ulation is practically everywhere showing a higher degree of fecundity. 
Are these facts a menace to our civilization? I think not. The 
‘“‘melting pot’’ is evolving a new type of American under natural 
laws which will continue functioning long after birth control propa- 
ganda is forgotten. 

The question of greatest interest to us in this connection is whether 
the results will be an amalgamation or an explosion. I will not be in- 
fluenced by the present fear and pessimism. 

I have the faith of Raymond Pearl: ‘‘that the kind of people who 
will survive and run the affairs of this country, say a couple of 
centuries hence, when the population pressure will be intense, will 
not be Englishmen, or Slavs or Jews, or Italians, but Americans, of 
that type which has shown the greatest adaptability to the problems 
which life in this part of North America has presented.’’ 

So much for the philosophical side of the question. 

What can be said of the practical medical aspect of contraception? 
It is true that no statistical study has been made of this subject but 
numbers are not necessary to prove some things, and no subject lends 
itself less to statistical accuracy. 

Every day experience of each of us will bear witness to the follow- 
ing facts. 

1. Under legal right we now teach contraception in the presence 
of conditions which demand its use to conserve life,—we need no 
further legal liberty in this matter. 

2. We are amazed at the widespread knowledge by the women of 
contraceptive methods. The poorest and most ignorant women have 
a working knowledge of contraception just as good as the most in- 
telligent. 


3. We know the fallibility of all known methods of contraceptive 
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effort and the very real danger to health, happiness, and even life 
itself that can arise from many of the procedures employed. 

4. We know that permanent sterility many times follows the in- 
— eaused by the use of many of the contraceptive contrivances. 

. I believe that the known failure, at times, of all contraceptive 
means leads to increase of criminal abortion. saan ion are not 
a panacea for criminal abortion. 

6. I believe that the source of contraceptive information should be 
the physicians only, the most of whom fully realize the moral and 
social responsibilities which they have. 

7. I believe that a propaganda for birth control as at present pro- 
posed will not survive, and am unalterably opposed to it as a phy- 
sician. 

Statistical study of the use and utility of contraceptives may wisely 
be taken up in connection with my next topic. 


THE NATIONAL MOVEMENT FOR PRENATAL CARE 


Any movement, under whatever auspices, which has for its pur- 
pose the elevation of obstetric practice should have our endorsement. 

Instead of protesting that we think the movement started under 
wrong auspices, based on broad generalizations and applications with- 
out due thought to its limitations; it is our privilege and duty to try 
to have these public moneys spent in the way our knowledge and ex- 
perience points out as the most useful. 

The low standard of obstetric practice in this country will surely 
be helped by this movement. 

American midwifery has improved, under the influence of the study 
of mortality statistics, arousing the efforts of all obstetric practitioners 
and teachers to better work.. This awakening of the publie to the 
knowledge of what should be received as proper maternal care will 
create a demand for better obstetrics which we must meet with a more 
comprehensive plan for dealing with what is unquestionably a difficult 
problem. 

Maternity centers have accomplished four things any one of which 
justifies their existence and assures their future. 

1. An educational effort of great foree awakening the people to 
a knowledge of what should be received as proper prenatal and con- 
finement care. 

This effort should be spread to every stratum of society. 

2. The earlier discovery of some obstetric abnormalities in pros- 
pective mothers and leading them into competent care for their de- 
liveries. 

3. The earlier detection of some of the toxemias of pregnancy and 
the instigation of proper treatment. The available statistics on the 
diminished incidence of convulsions among these patients is striking. 
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4. The training of nurses in the technic of this special kind of work 
so that the effort may be extended. The demand for these nurses far 
exceeds the supply, showing the force there is behind the movement. 

The chief difficulty with the movement lies in the inability to follow 
the work through delivery and postpartum period to judge its result. 

Competent accouchement care must be correlated to the prenatal 
effort. 

This demand of the publie for proper care at confinement will be 
a great force, in compelling physicians and midwives to respect the 
three essentials of obstetric practice,—asepsis, abstinence from vagi- 
nal examinations, and assistance before unwise interference leads to 
tragedy. Few physicians and midwives fail to realize these days 
that they are well rid of the complicated or prolonged confinement, 
financially and otherwise. Many of them have learned that the hos- 
pital is their relief from a bad predicament; that the consultant comes 
to assist not to criticize their efforts. Even in the remote rural dis- 
tricts the automobile renders this aid possible save in the deepest 
snow of winter. | 

The lack of hospital beds available for the care of abnormal ob- 
stetrie cases is the erying need of our scheme. General hospitals are 
realizing more and more this necessity and are increasing accessible 
facilities; but the lack is woeful yet. In New York City, in the 
Borough of Brooklyn, a community of over two million people, there 
are at present only about two hundred free beds for obstetric cases, 
and many of these are used for normal multiparae and not as they 
should be, kept only for primiparae and abnormal cases. 

Here again is another sociological responsibility of ours. To in 
some way standardize obstetrie efforts in general hospitals; and to 
survey and classify these beds in an effort similar to the hospital 
standardization study of the American College of Surgeons; and the 
study of the maternity problem in England under the Carnegie United 
Kingdom Trust. Maternity centers will only reach their full effi- 
ciency, as hospital beds are made available for the care of abnormal 
obstetric cases. 


MIDWIVES IN AMERICA 


No comprehensive study of maternity in this country ean disre- 
gard the midwife. 

An honorable profession in Europe is a disgrace to our specialty 
in this country because of the low grade of midwives who have come 
to our shores unrestri¢ted. Ignorance of the immigrant masses of 
the need for proper confinement care, and sentimental adherence to 
former racial habits of life, make the midwife our problem. Regu- 
lation and education is the answer. 
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Considerable results have followed efforts to regulate midwives par- 
ticularly in your State of Pennsylvania and in New York, but no 
nation-wide study of the problem has been undertaken by obstetri- 
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cians. Unless we suggest and press uniform regulations, social work- 
ers are going to offer a constructive plan of procedure. Efforts in 
this line are now being made. America is far behind England in this 
matter. 
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The ignorant midwife is here to stay until we develop a better class 
of women as trained obstetric attendants for normal eases, without 
the odium which the name midwife has in this country. 


I believe such a result will gradually be accomplished, and be- 
come a very interesting social service career for women; and will 
help materially in the Maternity Centre problem, and the rural ob- 
stetriec problem. Probably subsidizing from some source will be needed 
to make this successful. 


In conclusion may I show graphically a scheme for organized corre- 
lation of effort for the improvement of American maternal care; a 
scheme which is not paternalistic or socialistic but simply in accord 
with American ideas of organization. 

Beginning with a Central Committee extending its administrative 
effort through the proper channels down to the individual patient, 
who is to have the benefit of clinical cooperation assuring her the 
best of attention. (Fig. 1.) 


327 WASHINGTON AVENUE. (For discussion, see p. 238.) 


CHANGES IN THE UTERINE VESSELS DURING PREGNANCY* 
By O. H. Scuwarz, M.D., anp F. P. McNairy, M.D., St. Louts, Mo. 


HE study of the involution of the circulatory system of the human 

uterus did not receive much attention until comparatively recently. 
The first accurate descriptions of the various changes which occur in the 
vessels during involution were those made by Goodall in 1910. We have 
been convinced of the accuracy of Goodall’s work by the study of several 
postpartum uteri and have for some time included in our course of ob- 
stetrical pathology sections which illustrated these changes. 


Fletcher Shaw in 1917, referred to Goodall’s work in describing 
chronic subinvolution and states that he has confirmed many of Goodall’s 
observations in his study of similar material. The suggestion for our 
present study developed from certain remarks of Goodall’s in his mono- 
graph. He states that there are changes present in early postpartum 
uteri which are of such a standing that they must have occurred days 
before labor was terminated and he feels that there must be a close 
connection between these changes and the presence of so-called placental 
infarets. Further, Whitridge Williams in 1917, in a histological study 
of 50 uteri removed at cesarean section, in discussing vascular changes 
of the decidual basalis and the subjacent muscularis mentions the pres- 
ence of certain fibrinoid tissue and certain hyaline structures of bizarre 


*Read at the Meeting of the Washington University Medical Society, St. Louis, 
Mo., April 10, 1923. From the Department of Obstetrics, Washington University 
School of Medicine. 
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outline in collapsed vessels. He mentions that since 1910 these have 
been extensively studied by Frankl and Stolper, Schickele, Heckner, 
Hinselman and others, but no general agreement has been reached as 
regards their mode of production, although the prevailing opinion is 


Fig. 1.—Ob. Path. No. 2352. Orcein-Van Gieson Stain. Uterus twelve days post- 
partum. Picture shows a group of arteries in various stages of degeneration. The 
upper vessels show practically the same stage. The internal elastic membrane is 
seen as a swollen, blackish-red, irregular band, with marked swelling of the intima. 
In some places the internal elastic membrane has already become diffused and lost 
its staining reaction. The two lower vessels show arteries which stain a brick-red, 
all traces of the internal elastic membrane being lost. 
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that they are due to the invasion of the vessel walls by fetal elements, 
with subsequent fibrinoid degeneration. He states that he found these 
changes in twenty-seven of fifty specimens. He was not at that time 
prepared to express a definite opinion as to the mode of production or 
their significance, but that within a reasonable time he expects to pub- 
lish a communication upon the subject, which he hopes will aid in its 
solution. 


Fig. 2.—Ob. Path. No. 2352. Orcein-Van Gieson Stain. High power of Fig. 
1. Shows markedly swollen internal elastic membrane staining blackish-red, with 
swollen intima and swollen media. 


The work of Frankl and Stolper, Schickele and Heckner pertains 
chiefly to the changes of the intima. To these changes we will refer 
later, and so far as we know, only brief references regarding the more 
extensive vessel changes have been made, namely, by Schickele, Wil- 
liams and Heckner, but their relationship to changes occurring after 
delivery were not pointed out. Although the work of the foreign writers 
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appeared later than that of Goodall, they make no reference to this 
author. 

Goodall studied only uteri in the puerperium. His earliest case was 
forty-four hours postpartum. Concerning his findings in this specimen 
he states that among the vessels of the uterine wall in the direct path of 
the placental circulation, both in the lower mucosa and in the innermost 
muscularis, there are some which show changes of such a.character that 
the process must have taken days at least in its development. These 
vessels, it is true, are relatively few in number but are often of very 
large size and therefore must have played no small part in the placental 


Fig. 3.—Ob. Path. No. 3290. Orcein-Van Gieson Stain. Five days postpartum 
uterus, showing marked swelling of the intima and media, with beginning breaking 
up of internal elastic membrane. 


circulation. A close examination of such a vessel shows the changes 
already described as affecting the vessels before labor. These changes 
as regards the artery are briefly: The swelling of the internal elastic 
membrane which later breaks up and is diffused through the remaining 
thickened and degenerating vessel wall. During this process of swelling, 
which in many instances is quite enormous, they appear in different 
stages and show a distinct change in staining reaction. Weigert-Van 
Gieson stain is used. With the first swelling the elastica appears black 
and this is gradually changed into a deep, port-wine red color, which 
later changes to a brick-red and then fades into a pale yellow. When 
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the pale yellow stage is reached, absorption takes place and the entire 
vessel wall disappears in due time, provided that involution is complete. 
In these changes which Goodall deseribes as occurring before delivery, 
the degenerated elastica is frequently present as a yellow-staining, thick- 
ened band with here and there remains of the brick-red color. All stages 
of transition from one color to the other are found. 

The changes in the veins are briefly: A diffuse thickening of the en- 
tire wall, with a marked hyaline change in fibrous, elastic and muscle 


Fig. 4.—Ob. Path. No. 2734. Haematoxylin-Eosin Stain. Thirty-six weeks preg- 
nant uterus. Shows a large artery with swollen internal elastic membrane around 
entire vessel. This membrane stains yellow with Weigerts, showing its degenerated 
state. Normal vessels in some section stain well. It also shows in the upper por- 
tion a well developed intimal plaque. 


tissues ; this degenerated tissue is absorbed during the process of .involu- 
tion and the new vein wall is chiefly rebuilt by the proliferation of the 
remaining muscle cells of the media. If the hyaline material is not com- 
pletely absorbed, just as is the ease in subinvolution of the arteries, it 
is diffused throughout the vein wall, particularly near the periphery 
between the muscle fibers of the media and appears as black areas when 
stained with Weigert’s or Van Gieson stain. The black staining prop- 
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erty is due to the fact that the dead, diffused elastic tissue in time re- 
gains its ability to take up the Weigert’s stain. 

In regard to the changes of the intima, Frankl and Stolper give the 
best descriptions. They describe thickening of the intima with the pres- 
ence of a fibrous tissue. This condition occurs during the latter half of 


Fig. 5—Ob. Path. No. 2734. Haematoxylin-Eosin Stain. Shows two vessels 
with well developed intimal plaques. The internal elastic membrane did not take 
the Weigerts stain. 


pregnancy and is found in greater degree as term is approached. They 
feel that these changes are due to the fact that earlier in pregnancy, for 
example, just before mid-pregnancy, that there are larger cells present 
in the intima and media. These cells are described as being decidual-like 
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in character and that they arise in situ, in other words, from the pre- 
existing cells in the particular location concerned. They differentiate 
these cells from syncytial cells, the wandering cells of the fetal ecto- 
derm, by the fact that they always occur as single cells and that their 
nuclei are less deeply stained. They call attention to the fact that they 
are more difficult to differentiate from Langhans’ cells, but as they are 
seen most frequently at the time when the Langhans’ cells are disap- 
pearing and by the fact that their protoplasm is much larger than that 
of Langhans’ cells. They feel that the cells cannot be considered endo- 


Fig. 6.—Ob. Path. No. 2205. Orcein-Van Gieson Stain. Uterus at term. Shows 
markedly degenerated vessels. Internal elastic membrane markedly swollen, stains 
reddish-black. Marked thickening of intima practically obliterating the lumen. 
Identical to changes in postpartum uterus. 


thelial proliferation because they make their first appearance deeper in 
the wall of the vessel. 

When these cells project into the lumen the endothelial lining is lost, 
but when they assume the fibrous tissue appearance in later pregnancy 
the endothelium has recovered the masses. They also point out that 
staining with orcein in the lesions of later pregnancy shows these masses 
to be intimal in nature by the fact that the normal elastic intima can 
be shown to be intact beyond the lesion. The importance they attach to 
these changes is that under the influence of contractions the vessels 
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Fig. 7.—Ob. Path. No. 2990.—Orcein-Van Gieson Stain. Thirty-seven weeks pregnant 
uterus. Shows a markedly thickened vessel with thickened intima and narrowed 
lumen. In the lower right-hand corner can be seen a thin, black strand which repre- 
sents the remaining portion of the internal elastic membrane. The lighter areas rep- 
resent the remaining portion of the degenerated internal elastic membrane which 
stained pale yellow. Other portions entirely lacking. 


Fig. 8.—Ob. Path. No. 2990. Orcein-Van Gieson Stain. This vessel was adjacent 
to the one illustrated in Fig. 7. The changes here are identical but slightly 
more advanced. In this case as many as half a dozen vessels of large size in one 
field showed these changes. 
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become occluded and that these projections could act as supports for the 
formation of thrombi in causing primary closure of the vessel. They 
state that the vessel changes which Schickele has described as accom- 
panying premature separation of the placenta are physiological retro- 
grade changes of the vessel wall and need a more exact investigation. 
They feel that these vessel changes are not necessarily characteristic of 
this condition. 


Fig. 9.—Orcein-Van Gieson Stain. Normal uterus at term. Showing a normal 
vein. Its enlargement and thinness of its walls are the conspicuous features. 


Fig. 10.—Ob. Path. No. 3290. Orcein-Van Gieson Stain. Five days postpartum 
uterus. Snows the vein with lumen obliterated by the swelling of the wall as a 
whole and the compression of the adjacent uterine musculature. The black strands 
in the center of the vessel represent the endothelial lining. The vessel stains a 
brownish-red, due to beginning hyaline degeneration. 


Heckner in discussing the results in an investigation of the vessels of 
the puerperal and pregnant uterus, states that in regard to the puer- 
peral vessels, swelling and loosening of the endothelium is the only con- 
stant finding and that thickened areas of intima are only found in some 
eases and that fetal ectodermal cells and clots in the lumen do not oceur 
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in all cases. The hyaline degeneration of the vessel wall is a product 
of the late puerperium. Concerning the changes during pregnancy, he 
states that swelling of the endothelium occurs and projections of thick- 
ened intima are seen, but by no means in all cases. He feels that these 
changes influence the flow of the blood and in this way increase the 
tendency to coagulation. Entire occlusion of these proliferations is not 
established. Thrombus formation and organization are not brought 
about by these changes but they may act as supports for them. 

’ Schickele in a study of similar material, points out the early presence 
of fetal elements and considers that these elements are the most im- 
portant factors in the production of these antepartum and postpartum 
changes. 


Fig. 11.—Ob. Path. No. 3149. Haematoxylin-Eosin Stain. Thirty-eight weeks 
pregnant uterus. Shows a large vein, the inner third showing marked thickening of 


wall in one portion; the remainder of the wall apparently normal. Suggestive of 
hyaline change. 


Although Goodall did not describe these intimal changes in his work, 
he points out the following: ‘‘ Another point of interest in the series 
is the question of the development of the so-called ‘hyperplastic intimal 
layers’ found by several authors in the general circulatory system and 
so well described by Jores in his monograph on ‘Arteriosclerosis.’ 
Thoma and his school contend that the growth of hyperplastic layers is 
a result of the slowing of the blood stream, and lowering of the blood 
pressure. He came to this decision owing to the increase in the intima 
of fetal vessels (which earried blood to and from the placenta), after 
the placental circulation had been cut off by severance of the umbilical 
cord. Owing to the blood being directed into new channels the intimal 
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layers increased to reduce the lumen. From this special case he made 
a general application of his theory that hyperplastic changes in the in- 
tima are due to the two causes given above. 

‘‘Later it was found that such hyperplastic intimal layers occur 
throughout the general arterial system and that such change is not con- 
fined, as Thoma thought, to the intrafetal vessels coursing to and from 
the umbilicus. The fact that these layers are found generally throughout 
the body, the fact also that they grow gradually more numerous from 
childhood on to thirty years of age, the fact also that they occur in 
hypertrophied conditions, led Jores to refute Thoma’s theory and to 
contend that the production of these layers is an index of hypertrophy 


Fig. 12.—Ob. Path. No. 3149. Orcein-Van Gieson Stain. Showing marked de- 
generative area in vein which has all the appearance of similar changes which occur 
in the postpartum uterus. This was the only case in which these venous changes 
were at all pronounced. 


called forth by the inereasing blood pressure as the child advances in 
years to manhood. It has been stated that many of the arteries in the 
uterus at the end of pregnancy show the development of hyperplastic 
intimal layers where previously they were absent. From this it would 
seem that the increased work and pressure put upon the arteries had 
called forth the building of these layers to strengthen the walls. This 
would certainly be in accord with the theory of Fuchs and Jores. But 
we also find that in many vessels which have to reduce their lumen but 
slightly, this is brought about in a manner that is similar in every 
detail to that of building a hyperplastic layer. Now in such a case the 
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eause of this new growth is certainly not an increase in blood pressure, 
but is a condition analogous in almost every circumstance with that of 
the intrafetal umbilical vessels. In such a uterus the building of the 
hyperplastic layer is an endeavor on the part of the artery to reduce 
its caliber to the demands made upon it, just as Thoma found in the 
vessels of the newborn. Work certainly seems to prove that both 
Jores and Thoma are right in their theories, and that lowered blood 
pressure and slowing of the blood stream on the one hand, as well as 
high blood pressure and increased work on the other, can eall forth the 
same results.”’ 


Fig. 13.—Ob. Path. No. 3149. Haematoxylin-Eosin Stain. Showing small artery 
with marked localized thickening of intima. No fatty changes or wandering cells 
present. 


Without going into any greater detail concerning these changes we 
will briefly describe the character of the material which was available 
for our study and the method in which it was studied. We may say that 
we were primarily interested in trying to discover changes analogous 
to the changes which Goodall described as postpartum changes. Our 
attention was soon attracted to the frequent thickening of the intima in 
various locations, so we also investigated these lesions. There were in 
all 24 uteri, 4 of which were from early pregnancies between 14 and 19 
weeks; two between 24 and 36 weeks; 12 between 36 and 40 weeks, and 


5 in the early puerperium, and one five months postpartum. We shall 
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Fig. 14.—Ob. Path, No. 3149. Same vessel as in Fig. 138. Showing a 
beauuful normal internal elastic membrane, with the swelling entirely within this 
structure. 


Fig. 15.—Ob. Path. No. 2788. Haematoxylin-Eosin Stain. Sixteen weeks preg- 
nant uterus. Showing a markedly swollen artery made up of large cells which appear 
as the cells of the vessel itself. Not suggestive of fetal ectoderm. The intima is 
also included in this swelling. 
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consider first those cases which were from pregnancies of 36 to 40 weeks, 
These specimens were for the most part obtained at cesarean section 
with hysterectomy, in cases of contracted pelves, and also at autopsy, 
pneumonia and toxemia of pregnancy being the contributing cause of 
death. 

The intimal changes consisted from small fibrous tissue-like plaeques 
to complete involvement of the entire wall; there was no evidence of 
definite fatty change in these placques, nor were wandering cells in evi- 
dence, as in ordinary arteriosclerosis. These changes were found in 11 
out of 12 cases and they were quite marked in 7; in 3 they were quite 
definitely present. The more marked vessel changes, that is those which 


Fig. 16.—Ob. Path. No. 2788. Orcein-Van Gieson Stain. Same vessel that is illus- 
tratedin Fig. 15. The internal elastic membrane is not clearly seen in the 
picture but is diffused and split throughout the inner third of the vessel wall. These 
fine strands take the Orcein stain quite distinctly. 


show the same characteristics as described by Goodall, were present in 
10 out of the 12 cases; they were unusually striking in two cases and 
they were well marked in 4 others; they were definitely present but to 
a lesser degree in 3 eases. 

The changes in the veins in all of the postpartum uteri were very 
striking in all but one case, in which case many of the veins were swol- 
len and showed some hyalinization. In the early cases there were no 
definite changes found in the veins. In the eases near or at term the 
veins were markedly enlarged, with comparatively thin walls, and as a 
result of the collapse of the uterus following the removal of the child 
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they are frequently found compressed and buckled in. Changes analo- 
gous to those found postpartum were lacking in all but two specimens 
—in one of these the changes were slight, but in the other they were 
very striking, as the illustration of one of these vessels will bring out. 
Organizing thrombi were lacking except in one case, nor were there 
any other veins which were obliterated by thrombus formation. The 
one case showed several vessels at the musculo-decidual junction with 
organizing thrombi. The character of these changes will be best appre- 
ciated by the study of the included illustrations. 


Our findings in the postpartum eases agree in every respect to those 
of Goodall, with the exception that we were impressed very definitely 
with the thickened intima associated with many of these degenerations, 
a finding which Goodall does not particularly emphasize. 


In the course of early pregnancy between 24 and 36 weeks, the intimal 
changes were definitely present in the earlier cases which were 4 in 
number. In one instance there were no changes and in the other three 
instances there were definite intimal changes, with a suggestion of 
decidual-like change in two cases. In one there was some degeneration 
of the internal elastic membrane. These changes do not, of course, in 
any section involve the majority of vessels; they are only present in 
sufficient degree to make the change particularly striking and easy of 
recognition. 

We concluded, therefore, that these degenerative changes of the more 
extensive type, such as described by Goodall as occurring postpartum, 
occur frequently in the uterus near or at term. That they are of some 
significance, if at all marked, we feel quite definitely. Further, one of 
us quite independently, found that in three cases which showed the 
most marked vessel changes there was extensive infaret formation in 
the placenta present in each instance. 


The question naturally arises—do these changes have any clinical sig- 
nificance? Do they in any way explain any of the complications of 
pregnancy or any of the abnormalities seen in the placenta? We believe 
that such an interpretation is possible. 

If we consider that the villi are dependent upon the maternal rather 
than the fetal circulation, as has been pointed out by Young and with 
whom we agree, such interference with the blood supply of the placental 
site as must take place with the narrowing or obliteration of the vessels 
above described must cause death of tissue dependent on them for nour- 
ishment—in other words, infaret formation. The more frequent and 
advanced changes in vessels in toxemie cases in which also there is ex- 
tensive infarct formation, is in accord with this view, as has previously 
been pointed out by Goodall. 

Regardless of whatever etiological factors may be claimed for the 
serious complications variously termed: Premature detachment of a 
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normally implanted placenta, abruptio placenta, and uteroplacental 
apoplexy, it must be admitted that certainly the immediate cause must 
be the sudden eseape under pressure of blood from the normal channels 
just as in those cases of hemorrhage into the internal capsule. For this 
reason we feel the term ‘‘uteroplacental apoplexy”’ is the preferable 
term for this condition. Now let us see if the above described vessel 
changes will in any way favor the oceurrence of this condition. 

In the majority of those cases there is already a hypertension of 
varying degree. Add to this the increased tension that must occur prox- 
imally to the narrowing or obliteration of vessels, whether artery or 
vein, which we have shown, and we have one of the conditions satisfied, 
The degenerative changes with consequent weakening of the vessel wall 
adds the other condition which makes the circumstances ideal for the 
production of rupture and hemorrhage. On the site and extent of the 
rupture depends the pathological picture. If relatively small and in the 
decidua basalis there occurs the small retroplacental hemorrhages ‘of no 
clinical significance. The deeper in the wall it occurs, the more exten- 
sive the apoplexy, in some cases giving the characteristic infiltration 
with blood of the entire uterus and in some cases of the broad ligaments, 
tubes, ovaries, ete. 


THE TREATMENT OF BENIGN UTERINE HEMORRHAGE 
BY IRRADIATION* 


An ANatysis or 100 Cases 
By W. C. Danrortu, B.S., M.D., F.A.C.S., Evanston, IL. 


“he experience in the treatment of uterine bleeding of nonmalig- 
nant origin now includes 100 eases. The larger part of these 
have been cared for upon our own service in the Evanston Hospital. 
The remainder were treated upon the general surgical service, the 
records of these cases being kindly placed at my disposal by Dr. W. R. 
Parkes. In our treatment of these cases we have adhered strictly to 
the indications and contraindications which have been discussed in 
other publications upon this subject by various workers. We agree 
with Clark and Keene that irradiation for bleeding of uterine origin 
is distinetly a form of therapy which should be directed by the sur- 
geon, and preferably by a surgeon of some gynecological training, 
‘ather than by the radiologist. We have seen two cases which have 
particularly confirmed us in this view. Radium therapy is particu- 
larly applicable to women at or about the time of the climacterium and 
the indications for its use in the earlier decades should be clearly es- 


*Read at a meeting of the Evanston Hospital Attending Staff. 
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tablished before applying it. Under the age of 40 its use is not 
lightly to be regarded, for the complete inhibition of ovarian function 
which the usual dose for myopathic bleeding brings with it may have 
consequences which are more serious than the disease which we at- 
tempt to eliminate. 


We have carefully excluded from treatment all cases giving a his- 
tory of pelvie infection. The application of radium in these cases 
is distinetly dangerous, as it may be followed by a recurrence of an 
old infection. Particularly is this apt to be true in cases in which 
puerperal sepsis has occurred or in which infection has followed 
abortion, particularly if the infection follows an abortion criminally 
induced. These are likely to harbor streptococci for long periods of 
time. The effect of irradiation upon a latent infection will easily be 
understood if one appreciates the extent of the change within the 
uterus produced by the application of radium. We have recently 
had an opportunity of examining a uterus which had received 1200 
milligram hours of radium. Diagnostic curettage was carried out 
prior to the introduction of the radium and the microscopic examina- 
tion of the material obtained revealed adenocarcinoma of the body 
of the uterus, for which hysterectomy was done about one week after 
the irradiation. Grossly the endometrium and uterine musculature 
immediately underlying it was reduced to a gray sloughing mass, 
completely necrotic. The microscope showed necrosis of these layers 
with marked round cell infiltration of the uterine wall underlying 
the stratum of necrosis. Clearly, a trauma of this severity cannot 
safely be applied where infection may remain. 


In those cases in which we have irradiated for bleeding occasioned 
by fibroids we have recognized a third limitation, that imposed by the 
size of the growth. We have been governed by what, when com- 
pared with the indications stated in some other reports, may seem 
rather an extreme conservatism, in that we, in addition to restricting 
irradiation to cases well over 40 and without suspicion of infection, 
have applied it only to very small fibroids Our upward limit has never 
allowed irradiation in growths over the size of three and one-half 
months’ pregnancy and we have for some time been even more conser- 
vative, limiting it as a rule at present to fibroids not larger than a 
two and one-half to three months’ pregnancy. We have feared the 
degenerative changes which might be produced in the large growths, 
particularly in those of the submucous type. In the younger women, 
or when the growth is larger than has been stated, we prefer surgical 
removal. These rather strict limitations account for the small num- 
ber of fibroids in the series. 


We have divided our eases into classes according to age as follows: 
under 20, from 20 to 30, from 30 to 40, from 40 to 50 and over 50. 
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Of those under 20 there has been but one case, that of a girl of 
15 who bled severely and repeatedly until her blood picture and 
general physical condition demanded effective means of stopping the 
constant loss of blood. We have observed a considerable number 
of these cases, but we believe that irradiation is quite distinctly a 
measure of last resort, to be used only after rest and glandular 
therapy have been patiently tried and in which anemia is sufficiently 
grave to necessitate prompt relief. In the majority of instances the 
menstrual cycle becomes normal without interference, time probably 
being of more importance than any form of treatment. In passing, 
it may be said that the curettage so frequently done on cases of this 
sort is useless, sometimes harmful and should be condemned. The en- 
dometrium is not the causative factor. This is to be found in a dis- 
turbed function of the ovary, resulting in a more than normal bleed- 
ing. When this is resistant to other measures and the condition 
resulting from continued bleeding demands relief a small dose of 
radium may be tried, not over 250 milligram hours, and preferably 
less. This in the single case so treated was sufficient to produce an 
amenorrhea for two months and to reduce the flow thereafter to nor- 
mal. A second dose may be used if needed but should by no means 
be given under four and better six months. A permanent amenorrhea 
produced by radium is as irremediable as one caused by the removal 
of the ovaries, a condition which is disastrous in a young girl. 


In the group of cases between 20 and 30 years there were two 
eases which were treated. In this greup also one selects the cases 
with great care as the result of too intensive irradiation is searcely 
less serious than in the group last considered. Hemorrhage from 
fibroids in women within this age group is, in our opinion, far better 
treated by operation, allowing one or both ovaries to remain. 

When radium is used for the treatment of young women a dose 
much smaller than that used in women in the climacterie years should 
be given. 

Fifty milligrams for from six to ten hours is usually sufficient in 
this group of cases. This will usually cause an amenorrhea for several 
months with a return to an approximately normal menstrual cycle. 
One exception to this mode of treatment has occurred in our experi- 
ence. This was one of the two cases noted as having been treated 
between the ages of 20 and 30. This patient was a young woman of 22, 
who one year prior to the time she was irradiated had had a severe uter- 
ine hemorrhage for which she was treated elsewhere by curettage and 
uterine packing. She had been advised, should similar bleeding reeur. 
to have a hysterectomy preceded by transfusion if her condition were 
such that the operation should not safely be done without it. 

When first seen she had bled continuously for a month, and had a 
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hemoglobin percentage of 16 and a red cell count of 900,000. Opera- 
tion was obviously out of the question. The bleeding was controlled 
for several days by packing with a strip of gauze soaked in per- 
chloride of iron, after which she received 1200 milligram hours of 
radium. The large dose was given because her condition had on two 
occasions been so serious that the preservation of her life concerned 
us more than the maintenance of reproductive activity. She had no 
reappearance of menstruation for ten months, after which a scanty 
menstruation appeared. This had continued up to the time of the 
last report from her physician, about one year after the reappearance 
of the menses. 


In the decade from thirty to forty the cases became more numerous. 
In the early thirties one still is conservative as to dosage but as the 
end of this period is approached the question of children is as a rule 
settled and does not require such careful consideration. In this group 
we find eighteen cases. One of these was a cretin under observation 
in our medical out-patient department. When referred to us rest and 
glandular therapy failed to relieve her. Two applications of radium 
were needed to control bleeding. This we did not hesitate to use 
as the preservation of reproductive power was not important in view 
of her general condition. 


In the deeade from forty to fifty we find the largest group of cases, 
numbering sixty-five. The cases in this group were all treated by 
a full dose of 1000 to 1200 milligram hours. Here we need not con- 
sider future pregnancy and may proceed at once with the idea of 
permanently stopping bleeding. One may confidently expect this 
in the great majority of cases treated by full dosage, the monthly 
flow usually disappearing permanently. We prefer in this group of 
cases to give the entire dose at once, subjecting the woman to the 
inconvenience of but one stay in the hospital and to the small risk 
of infection which the procedure entails on one occasion only. For 
eases of bleeding of myopathie origin or in small fibroids in women 
of this age group irradiation easily excels all other modes of treat- 
ment. 

We have also treated fourteen women of over fifty years. In these 
we have had uniformly good results with dosages similar to those 
used in the previous group. 

Of the total number of cases in the various age groups which were 
treated by full dosage we have had eight failures. Of these five were 
relieved by a second application while three required operation. One 
of these refused a second irradiation, which might have relieved her. 

We have had no mortality and no morbidity. As the mortality 
of hysterectomy in expert hands appears to be about 1.7 per cent, 
and probably is more nearly 2 per cent, the chances are that in this 
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same series of cases, had all been subjected to operation, we would 
not have escaped without a death. The mortality of hysterectomy 
the country over, in the hands of all classes of operators, is probably 
much greater. 


About a third of our patients had one period after irradiation. 
If treatment is given shortly prior to a period, bleeding seems more 
likely than if it is given a longer time before it. Ordinarily the 
period is scanty. Sometimes it is more profuse than had been the 
rule with the same woman. Particularly does this seem to be true 
when a fibroid is present. Occasionally a second bleeding occurs 
which as a rule is very slight. Again this is more apt to occur if a 
fibroid is present. 


Menopause symptoms have not been a troublesome factor in this 
series. Only occasionally has complaint been made and this has in 
no case been serious. It has not seemed that any more discomfort 
occurred than that some women would probably have had in a meno- 
pause coming on of itself. 

Some of our cases have complained of a leucorrhea for a time. This 
has as a rule disappeared after a few months and in a few a previously 
troublesome leucorrhea was benefited. 

A watery discharge also is seen in about a third of the cases. This 
disappears of itself in six to ten weeks and needs no treatment. 

The technic followed in this series is very simple and does not differ 
materially from that described by others. Under a nitrous oxide 
anesthesia a dilatation and curettage are done, the material obtained 
being saved for microscopic examination. In this way an occasional 
carcinoma of the body of the uterus will not be overlooked. It is a 
very decided advantage if the pathologist who carries out these exami- 
nations has some experience in the examination of such tissue. Error 
sometimes arises from lack of familiarity with the cyclic menstrual 
changes. We have in two instances had diagnoses of carcinoma of the 
body of the uterus returned from the laboratory in cases in which 
clinieally one would not regard carcinoma as probable, and in both 
of which extended observation proved carcinoma to be impossible. 
One of these women has since had a child. Conversely, in one instance 
carcinoma was not recognized in a case in which it was subsequently 
found to be present. None of these cases form a part of this series. 
Mention of them is made only to emphasize the importance of a thor- 
oughly careful consideration of this phase of the care of this class of 
cases. In most well organized hospitals, at least in the large centers, 
this is provided for. 

After curettage and iodinization of the uterine canal the radium 
capsule is introduced to the fundus. Usually we have employed 50 
milligrams screened with one millimeter of brass with a layer of pure 
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gum rubber wrapped about the capsule. In a number of cases we 
have used 75 or 100 milligrams similarly screened and arranged in 
tandem. This reduces time and nausea and in one which contains 
fibroids, enables the radiation to cover a larger area. 


The vaginal walls are held away from one another by packing to 
protect the bladder and rectum. In ease the uterine canal is rendered 
so tortuous by tumor growth as to make it appear that there may be 
any difficulty in removing the radium it is better to desist. 

During the period of irradiation we have had nausea oceur in a 
little over one-half of our patients. This ceases almost invariably 
quite promptly on the removal of the applicator. In only one in- 
stance was it severe enough to cause anxiety during irradiation. In 
this case it continued for two days after irradiation. This woman 
gave a history of therapeutic abortion for vomiting, of eclampsia in 
her single pregnancy which went to term and of severe dysmenorrhea. 
She appeared to be of a rather neurotic type. 

We have had no unfavorable results after sufficient time had 
elapsed for irradiation to have produced whatever change could fol- 
low its use. Some of our earlier cases were treated nearly four years 
ago. We have had no reports of any unfavorable results which we 
could aseribe to radium. We believe therefore that criticism of irra- 
diation in benign hemorrhage based upon late harmful results is not 
well founded. 

There were seven cases in which the first treatment failed, necessi- 
tating either operation or a second irradiation. We had therefore 
98 per cent of successes. 

Of the cases which were operated upon after irradiation one was a 
simple myopathie hemorrhage, the uterus being scarcely larger than 
that of a healthy young woman. No lessening of bleeding followed 
1200 milligram hours. This woman refused further treatment with 
radium, and, as she was bleeding actively, and six months after irra- 
diation had a hemoglobin percentage of 35, a supravaginal hysterec- 
tomy was done. . 

A second case was that of a woman who supported herself by 
serubbing. As radium did not relieve her and it was necessary that 
she be put in condition to support herself as rapidly as possible she 
requested operation. She had returned to hard work within a week 
after her treatment with radium. Another woman was operated upon 
in China where she was serving as a missionary, about eighteen months 
after receiving 1200 milligram hours. 

The five who were irradiated a second time were all women of very 
active life. One was a school teacher, one was a trained nurse, one a 
business woman, and two were laboring women. We cannot, of course, 
state that activity causes a lessened chance of cure although the facts 
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would seem to suggest it. Ninety-seven per cent were eventually re- 
lieved by irradiation. We have reckoned a cure as the cessation of 
bleeding in the older women and a return to a normal amount of flow 
in the younger women. It is an advantage in the latter, if radium 
is used at all, that they should be relieved of the results of too great 
blood loss without complete amenorrhea. 

It seems to us that a procedure which is capable of giving results 
as favorable as those we have recorded, with both danger and dis- 
comfort reduced to a minimum, must be regarded as the method of 
choice for the management of this class of cases. It is not properly 
a competitor of surgery. On the contrary, it should be regarded as 
a form of surgical therapy. Certain cases should be definitely ex- 
cluded from radium therapy and should be operated upon, while an- 
other group equally clearly are better treated by irradiation. Both 
surgical treatment and treatment by irradiation of uterine bleeding 
should be in the hands of the man of surgical and preferably gyne- 
ecologic training, as he is far better fitted properly to differentiate 
those cases which are better treated by irradiation from those which 
should be operated upon than one whose interests are wholly in the 
radiologie field. 

The gynecological surgeon who does not utilize either surgery or 
radiotherapy, as the individual case may require, can scarcely give 
women who suffer from benign hemorrhage all that the present re- 
sourees of modern medicine entitle them to demand. 


CONCLUSIONS 


1. The maternal possibilities of the patient must always be kept 
in the foreground, hence irradiation is of greatest value in women 
over forty. In younger women indications should be quite clear. 

2. In the presence of pelvie infection, past or present, radium should 
not be used. 

3. The larger fibroids are better removed surgically. In small bleed- 
ing fibroids in women over forty, radium is a valuable therapeutic 
agent. We prefer to restrict radium therapy to fibroids not over the 
size of a two and a half to three months’ pregnancy. 

800 Davis STREET. 
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RESUSCITATION IN ABDOMINAL SURGERY* 
By W. Wayne Bascock, M.D., PHILADELPHIA 


HILLING to the very marrow of the surgeon’s soul, is the evi- 

dence of a fatality on the operating table. Usually unexpected, 
the event is of dramatic and startling suddenness. The strong pulse 
and increasing blood pressure of the oncoming asphyxia has lulled 
the anesthetist to a false sense of security. The surgeon, noting the 
darkening color of the blood in the wound, has been reassured as to 
the excellence of the pulse; the continuing respiratory movements are 
observed with satisfaction, while the lessening movement of tidal air 
does not attract attention. Suddenly, it is found that the respirations 
have stopped, the pulse is reached for but cannot be felt, the color of 
the face has faded from the purple of cyanosis to lividity and to ashy 
gray. The pupils dilate widely, and the operator’s hand, carried 
through the abdominal incision to the aorta and the left diaphragm, 
finds that the heart no longer beats. Panic seizes the operating staff,— 
“the patient is dead.’’ ‘‘But the pulse was so good a moment ago,”’ 
stammers the anesthetist. The patient is dead, but it is somatic death, 
and resuscitation is possible if the condition is not permitted to pass 
into molecular death. 

Now comes the supreme test of operating room efficiency and morale. 
Hardly seven minutes remain before molecular changes in the cere- 
bral cortex will make the death absolute, unless in the meantime the 
circulation is reestablished. Will the time be wasted in hypodermic 
injections which the stagnant lymph and blood will not move to 
the centers? Will ammonia, oxygen, amylnitrate be held before nos- 
trils that no longer function? Will methods of artificial respiration 
be used without checking up their efficiency on the air movements, or 
precious moments be lost in dusting off a pulmotor, or in trying to 
start the machine with empty gas cylinders? Will the blood paths 
be distended by large intravascular injections without definite efforts 
to empty and energize the heart. Will the assistant and nursing staff 
fail to respond instantly, uncertain as to what should be done in the 
emergency? Will the operator delay, unnerved and hazy as to the 
best line of action? If so, the patient’s life will probably slip through 
his fingers. 

In schools, theaters, on shipboard, in electrical construction, in 
mines, special precautions are required against panic, fire, shipwreck 
and asphyxiation. Fire drills and boat drills and drills in artificial 
respiration are essential life-saving precautions. 


*Read at a meeting of the Philadelphia Obstetrical Society, March 1, 1923. 
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Despite the constant danger to life, how many operating rooms 
hold emergency drills in resuscitation, or have printed and placed on 
the wall, the precise directions as to what should be done in such 
an emergency? Without a well drilled staff, with such a limited time 
in which to act, when the patient’s heart stops beating during an 
operation, his life is in the greatest jeopardy. In such a great 
emergency, dependence on the operator’s commands, on memory or 
the impulse of the moment, should be absolutely displaced by a sys- 
tematic and time tested routine. Using the simplest apparatus, which 
should instantly be available, and in the most practical way possible, 
the efforts of the operating room personnel should be focalized for 
efficiency in the emergency. Three things are essential: First, the re- 
establishment of the circulation within seven minutes; second, the 
continuance of the tidal air movements in the lungs, without which the 
restored circulation cannot continue, and third, the maintenance of 
the temperature of the patient. The procedures used to accomplish 
these ends should not interfere one with the other. The Sylvester and 
Marshall-Hall methods of artificial respiration, we discard because 
they interfere with other measures to restore the circulation. Noth- 
ing should be done to prevent the anesthetist keeping in constant 
touch with the air movements and with the condition of the pulse. 
Nothing should be done to interfere with intravascular injections or 
cardiac massage. As a working plan, we would suggest the following: 


Upon the order ‘‘RESUSCITATION,”’ the patient is placed on her 
back with the arms extended and supported at the sides of the head. 


1. The anesthetist supervises the position of the head, neck, the 
pupils and the temporal or carotid pulse. Especially does she main- 
tain an unobstructed airway. She pries the jaws apart, if necessary 
pulls the tongue forward and by a delicate wisp of cotton affixed to 
the patient’s nose, or by her ear, notes the degree and amplitude in 
any respiratory movements. These she reports to the operator as a 
guide to the efficiency of the artificial respiration, and she also re- 
ports any changes in the pupils or pulse. 

2. Assistant No. 1 immediately starts an intravenous injection in 
a convenient vein in front of the left elbow,—beginning with 200 mils 
of warm physiologic saline or Ringer’s solution, to which ten minims 
of a 1:1000 solution of adrenalin have been added. Often 4% minim of 
adrenalin is ample and ten minims would violently strain the heart, 
so with the first evidence of a return of pulsations of the heart, he 
should instantly stop the injection by compressing the tube to prevent 
overstimulation, after which he only continues the injection from time 
to time, should it be necessary on account of a failing pulse. If the 
heart does not respond in the first 200 mils of solution, the injection 
is rapidly continued with successive additions of 15, 20, 30, or more 
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minims of the adrenalin solution, until a response has been obtained. 
The strong solution of adrenalin may be dropped into the funnel of 
saline, or for a more drastic and violent action, injected by a hypo- 
dermie needle through the rubber tube close to the intravenous needle, 
as suggested by Crile. This Assistant should be classed as inefficient 
if he has not introduced 50 mils of the solution by the end of three 
minutes, and dangerous or homocidal if he has not properly intro- 
duced the needle by the end of five minutes. He should realize the 
great need of both precision and haste and should not hesitate.in the 
emergency to make a free incision through the skin, pick up the vein 
upon his finger and accurately introduce the needle into the lumen 
of the vein by sight. 


3. Assistant No. 2 assists the operator to produce artificial respira- 
tion, first by rhythmie compressions of the chest in and back and 
down. He faces the head of the patient, uses his hands and the in- 
side of his elbows and forearms. His efficiency is reported by the 
anesthetist. He is classed as inefficient if his efforts do not produce 
audible air currents which strongly actuate the wisp of cotton upon 
the patient’s nose, or if he causes more than sixteen respiratory move- 
ments per minute, or fails to allow sufficient time for inspiration. If, 
through rigidity of the chest of the patient, or other cause, the com- 
pressions fail to move the tidal air, he is warned by the anesthetist, 
and without further delay he immediately passes to the head of the 
patient upon the right side, places a piece of gauze over the patient’s 
mouth, compresses her nostrils, and quickly filling his own lungs to 
the utmost, produces mouth to mouth insufflation, giving time for the 
air to escape between insufflations, while by pressure over the upper 
abdomen, the air is prevented from distending the stomach. In chil- 
dren, care should be taken not to overfill the lungs. The use of the 
pulmotor or similar mechanical appliances in infants has been re- 
sponsible for deaths several days later from the rupture of the walls 
of the aveoli of the lungs. 


4. The Operator, who has noted the absence of pulsation of the 
aorta and heart, carries his hand well up under the left diaphragm, 
and with the opposite hand over the chest, compresses the heart be- 
tween the two hands. About twenty or thirty compressions a minute 
should be used, the heart being well compressed and emptied and 
quickly released. The efficiency of the massage is shown in the ves- 
sels of the neck. Often the massage will produce no response until 
a sufficient quantity of solution has been introduced into the veins 
to earry the adrenalin through the heart into the coronary arteries. 
Cardiac massage stimulates the organ, relieves overdistention, first 
emptying the old blood from the heart, and then permitting the ad- 
renalin solution to pass to the coronary vessels. With the first pulsa- 
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tion of the heart, the beats usually rapidly increase in rapidity and 
speed, and, as a rule, no further efforts at massage are necessary, 
provided the respirations are well maintained. If the heart is so 
large or so dilated, or in such a position that effective cardiac massage 
is impossible, and no response has followed, the injection of 500 mils 
of fluid with 4 mils of strong adrenalin into the veins, thoracic mas- 
sage or direct injection of the heart should be used. The author’s 
method of transthoracic massage, which is almost instantaneous, is 
by a stab one inch long through the third left intercostal space, one 
inch to the left of the sternum. The index finger follows the knife 
through the chest wall and partially circles the left ventricle and 
is so hooked as to rhythmically compress the heart against the ever- 
lying wall of the chest. To prevent pneumothorax, wet gauze is 
wrapped around the base of the finger and is held over the opening 
when the finger is withdrawn. Other measures failing, avoiding the 
internal mammary artery lying 12 mm. lateral to the sternum, three 
to sixty minims of strong adrenalin solution may be injected by a 
fine long needle directly into the cavity of the left ventricle. 

Nurse No. 1 brings the tray, (sterile and always held in readiness) 
containing a small funnel to which is attached four feet of soft rubber 
tubing, a suitable connection and a needle for intravenous injection; 
a sealpel, a ligature and thumb forceps, a dropper and reliable solu- 
tion of adrenalin and a hypodermic syringe with a short and long 
fine needle. She supports the patient’s right arm while the needle 
is being introduced and aids in the injection. This nurse is rated as 
inefficient if the apparatus is not complete, in good order, and avail- 
able fifteen seconds from the time of the order. 

Nurse No. 2 brings the sterile warm salt solution, fills the funnel and 
sees that the air is expelled from the tubing. This nurse should be 
rated as inefficient if the warm solution and the necessary para- 
phernalia are not at hand and ready for use within one minute from 
the time of the order. 

Fist percussion or compression over the precordia, or sudden in- 
version of the patient, often starts the heart without resort to cardiac 
massage. With the elastic chest walls of children, cardiac massage 
is rarely necessary. Irregular cardiac contractions, tremors, fibrilla- 
tion, usually indicate a hopeless condition. 

Every person in the operating room should be checked and made 
to realize a personal responsibility for the patient’s life, and those 
who fail to develop a dependable efficiency, should be weeded out. 
The operator should also prepare himself for the possible emergency 
by familiarizing himself with the feel of the heart through the left 
diaphragm and with the manner in which it can be best compressed. 
Tomorrow, during an abdominal operation, and without previous warn- 
ing, order an emergency intravenous injection, and rate your operat- 
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ing room efficiency by the time that it takes to introduce 500 mils 
of saline solution into a vein at the temperature of the body. My 
personal experience illustrated by the following cases, shows the 
tragic seriousness of not being prepared or efficient. 


Deaths from delay in not introducing adrenalized saline solution, 

1. Somatie death under nitrous-oxide-oxygen anesthesia for simple hysterectomy in 
a patient of twenty-eight.—Delay of ten minutes in making the intravenous injec- 
tion. No response to subdiaphragmatie cardiac massage until the adrenalized so- 
lution began to flow freely into the vein, when there was immediate resumption 
of heart action. Respiration restored later by rhythmatic compressions of the thorax. 
Secondary generalized clonie convulsions from degeneration of the cortex, a result 
of the prolonged cerebral ischemia ending in death about sixteen hours after the 
operation. No other known reason for the death than the delay in restoring the 
cireulation. 

2. Somatic death under stovaine spinal anesthesia during hysterectomy for a 
very large fibroid in an obese colored woman of thirty-eight. About twenty-five 
minutes consumed in starting the intravenous injection, after which the heart im- 
mediately responded to massage. Attempts at artificial respiration by compression 
of the chest, ineffective. Respiration established after thirty-five minutes by forced 
insufflation through a tracheotomy wound,—death two days later without return of 
consciousness as the result of the cortical degeneration. 


If the adrenalized solution had freely entered the veins within 
five minutes of the heart failure, there is every reason to believe that 
these two lives would have been saved. The common causes for 
delay in the intravenous injection include the following: 


Apparatus not sterile or ready for use. Needle occluded or too 
small, too large or having a bad point. Poorly fitted or leaking con- 
nections, old or obstrueted rubber tubing. Saline solution not ready, 
too hot or too cold or containing floceuli or precipitate. Adrenalin 
solution oxidized, decomposed or inactive. Absence of scalpel and 
forceps. 

Failure to enter the lumen of vein, or vein transfixed, the injection 
passing into the adjacent soft tissue or leaking from wound. Delay 
after repeated attempts to introduce the needle by simple puncture 
to freely expose the vein, lift it up and to accurately enter a needle 
into the lumen. This is a common cause for delay even with fairly 
experienced surgeons. 

In the second ease after a number of attempts to inject veins in 
both arms, it was found that the vein had been transfixed and the 
solution was dripping from the wound. 

Death from Imperfect Cardiac Massage. Case 3. Simple appendectomy under 
ether anesthesia in a patient of twenty-eight. Intravenous injection started in three 
minutes, while attempts at subdiaphragmatic cardiac massage were al:o made. 
No response in ten minutes—-when it was evident the Assistant had been massaging 
the liver or some other organ, as we found that two actual compressions of the 
heart restored the circulation. Respirations later restored by compression of the 
chest—no return of consciousness, and death four or five hours later, a result of 
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the cortical degeneration. In this case there is every reason to believe the pa- 
tient would have lived had the heart been properly massaged. 

Death from Inefficient Artificial Respiration. Case 4. Operation under spinal 
anesthesia by stovaine for gangrenous cholecystitis and upper abdominal purulent 
peritonitis in a woman of about forty. Heart action restored after intravenous in- 
jection of adrenalized saline. Attempts at artificial respiration blocked by regurgita- 
tion of an enormous quantity of fluid from the stomach. Attempted insufflation 
by the Meltzer-Auer method seemed to do more harm than good. The heart con- 
tinued to beat for fifteen or twenty minutes, the patient dying from our failure to 
restore the respirations. In such a case of regurgitant vomiting, an emergency 
tracheotomy should be instantly considered to prevent the patient being drowned 
by her gastrie contents. 


In a number of instances, we have been able to restore the circula- 
tion, but the usual efforts for artificial respiration have failed to pro- 
duce movements in the tidal air. In at least two of these patients, 
life was saved by mouth to mouth insufflation, while had we continued 
on the efforts at artificial respiration by compressing the thorax 
without carefully watching for movements of the tidal air, both of 
these patients would have died on the table. 

There are certain patients who have such advanced molecular 
changes at the time of operation that all resuscitative measures fail, 
patients nearly moribund from sepsis, old age, advanced chronic 
degenerative changes and severe shock. Recently we attempted re- 
suscitation in an elderly, starved and toxic man, who for two or 
three months had had an obstruction of the colon from carcinoma. 
In this patient there was no response to thirty mils of 1-1000 adrenalin 
solution promptly administered intravenously or to subdiaphragmatic 
cardiae massage. The injection of two mils of strong adrenalin solu- 
tion directly into the left ventricle with direct massage of the heart 
through a thoracostomy wound only produced feeble fibrillary con- 
tractions of the heart. Of course, such patients are hopeless, but in 
the average case of somatic death during an operation, a few minims 
of adrenalin solution properly given in association with the other 
measures mentioned, will restore powerful cardiac contractions. As 
a rule, when the circulation is restored within seven minutes of the 
time of its cessation and efficient artificial respiration given, the 
patient will recover with little evidence of the danger through which 
he has passed except, possibly, a sore arm and a sore chest. 
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THE INCIDENCE OF CERVICAL EROSION FOLLOWING 
NORMAL CHILDBIRTH AND RESULTS OBTAINED WITH 
THE DICKINSON METHOD OF TREATMENT* 


By Wm. Kerwin, M.D., St. Louis, Mo. 


LL of us who are in the habit of making routine postnatal exami- 

nations are struck by the frequent occurrence of cervical erosion 
following normal delivery. Attempts to correct the condition by 
chemical applications are met with few successes. It was this fact 
that prompted the popularization of the Sturmdorf operation, which, 
while successful so far as the erosion is concerned, leaves the patient 
frequently with a distorted cervix, and subjects her to a surgical 
procedure, which necessitates hospital care. 

At the St. Louis Municipal Prenatal Clinies I have at my disposal 
a vast amount of material on which I could study the frequency of 
erosion in women who delivered spontaneously. 

Since January 1, 1922, we have made observations on 102 cases 
delivered through our clinic, and have found that 21 women who 
delivered themselves spontaneously showed a marked cervical erosion, 
ranging in size from a nickel to that of a half dollar, and all having 
a profuse purulent discharge. 

As a contributing factor in the etiology we did not attempt to rule 
out gonorrhea, but Wassermanns are the routine in our clinic, and 
only three of the 21 cases show a two-plus or more, reaction. 

It was interesting to note that out of 51 white women 18 showed 
erosion, while in 51 colored only 3 presented the picture. This prob- 
ably could be explained in the same way that colored women in 
general have fewer of the common postobstetrie sequelae. As you 
all know lacerated and relaxed conditions in the colored women are 
the exception, while in the white they are rather the rule. 

The pathology of erosion was well described by Eden at the Chicago 
meeting of the American Gynecological Society in 1920. He holds 
that in cervical erosion the columnar epithelium proliferates and 
grows out to destroy the squamous epithelium, which normally covers 
the vaginal side of the cervix. He sees in the erosions the danger of 
a precancerous condition. 

Because of this danger and the symptoms attending erosion it be- 
comes our duty to cure all erosions encountered. 

Since reading Dickinson’s article which appeared in the December 
(1921) number of the American Journal of Obstetrics and Gynecology, 


*Read before the St. Louis Gynecological Society, March 10, 1922. 
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on the treatment of cervical eversion we have felt greatly encouraged 
in the attempt to cure erosions. 

In general four methods of treatment are in use: (1) The appli- 
cation of chemicals, which is wholly unsatisfactory; (2) the appli- 
eation of radium, which at present is impractical in the hands of 
most of us, and attended by danger in some instances; (3) surgical 
treatment, which necessitates hospital care, and (4) Dickinson’s 
cautery knife, which is both simple and satisfactory. 

The Dickinson treatment consists in making rather deep cuts on 
the anterior and posterior surfaces of the cervix, extending from the 
internal os to the outer margin of the erosion. His technic is de- 
seribed in detail in the paper cited above and I need not go into 
further description here. 

My experience with the method has been obtained in the treatment 
of 12 cases, six of them erosions with profuse purulent discharge, 
and six cases of endocervicitis, with the same symptom. The treat- 
ment is painless. The cases reported back at the end of a week, and 
in all there was a marked change in the character of the discharge, 
it being watery and profuse, instead of thick and purulent, as before 
treatment. The erosion was already disappearing and was on the 
whole smooth instead of granular. In some eases a necrotic plug 
was seen lying in the cervical canal. This was not disturbed, for on 
the second visit, a week later, the plug was almost east off. At the 
end of the first week there could usually be seen islands of squamous 
epithelium grow'ng towards the external os. These resembled in 
appearance the islands of new skin growing over a granulating wound. 

A second application of the cautery was made at the end of the 
second week and in practically all of the cases the second application 
cured the erosion. In the cases of endocervicitis one application 
usually sufficed. It was interesting to note the effect on a lacer- 
ated cervix with eversion. The retraction of the sear infolded the 
margins and gave the appearance of a nulliparous cervix. 

A typical case of the first group is the following: An erosion the 
size of a half dollar with a profuse blood tinged purulent discharge. 
in a woman with a child of six months, was treated January 31, with 
two anterior and one posterior incision. On February 7, the erosion 
was practically healed, and the discharge watery. On February 14 
the formerly eroded cervix was smooth and showed islands of squa- 
mous epithelium projecting to within the external os. Two lateral 
euts were made, and on February 28 the cervix appeared entirely 
normal with no signs of erosion or discharge. 

A typical case of the second group was that of a woman, five months 
postpartum, whose cervix showed no erosion, but there was a thick 
discharge and eversion due to a laceration. Anterior and posterior 
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incisions were made on February 9. On February 14 the discharge 
was profuse and watery, a necrotic cervical plug was present. On 
March 6 the cervix appeared normal with no discharge and it was 
no longer possible to see the former scar that had existed. 


SUMMARY 


1. Cervical erosion oceurs in 20 per cent of women going through 
normal childbirth. 2. Every cervical erosion should be treated. 3. 
Cervical erosion can be cured. 4. The cautery knife treatment is 
simple, quick, painless and satisfactory. 
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THE DIAGNOSIS OF BORDERLINE OBSTETRICS 
By GrorGe CLARK Mosuer, M.D., Kansas Crry, Mo. 


BSTETRICS has for centuries been the Cinderella in medicine be- 

cause its practice has not, heretofore, been limited. But whether 

in the hands of the ignorant midwife, or used by the embryo in the 

specialties, as an expedient, or accepted by the general practitioner 

as a routine part of the day’s work, it has not, until the last twenty 

years, taken its place as a dist'net art demanding the full time of its 
devotees as a dignified profession. 

To this situation more than any other, must be ascribed the melan- 
choly fact that morbidity and mortality in childbirth have not lessened 
and that year after year we are told that 16,000 prospective mothers 
in this country annually go down into the valley and never return, 
and that 250,000 infants are sacrificed during the first year of life. 

These shocking revelations do not spring from the service of the 
obstetrician but are compiled from the figures covering the census 
returns of the whole country. And on their account the United States 
still holds its unenviable place as seventeenth among the nations of 
the earth instead of standing at the top of the list. 

In this one department of diagnosis alone, time is bound to verify 
or to dispute the opinion of the oracle, and that is the question as to 
whether a woman is pregnant or not. 

The embarrassment to the examiner when the result demonstrates 
itself and it does not coincide with the expressed verdict may be only 
personal, or it may be disastrous to the patient; indeed, there may be 
much dependent on the outcome of the examination. 

One point in connection with the diagnos‘s of pregnancy under aver- 
age normal conditions is that the patient herself has already reached 
a conclusion, and her physician may or may not be consulted to cor- 
roborate her view. 

With the subjective and objective symptoms set plain, there is little 
difficulty in the diagnosis, for, to use but the one symptom in the de- 
velopment, to the married woman, ordinarily healthy and during the 
child bearing period, the suppression of the menses is the invariable 
sign of pregnancy, and this suspicion is generally verified later on. 

The woman who marries late, or the wife who has been sterile, 
after having been married a number of years, finds herself in doubt 
as to her menstrual health as the age of menopause approaches; or the 
woman with abdominal pain or enlargement, in whose mind the 
question of tumor arises, these are the typical eases which usually 
comprise the list causing grief in their interpretation. 
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The differential diagnosis as between normal pregnaney and ectopic 
gestation, fibroid or cystic tumor, under these circumstances is often 
difficult and may baffle the most expert, certainly, is apt to be the 
Waterloo of the inexperienced. 


The following instances of surprising error in the differentiation of 
eases, selected from those coming under my personal observation dur- 
ing the past few months in consultation, lead me to believe that much 
good may follow the discussion of the subject of borderline obstetrics, 
whether of early pregnancy, or of dystocia in labor. 


A woman, aged thirty-nine, who was nervous and disturbed because of the sup- 
pression of the menses since January, presented herself for examination in May. 
She had a daughter, aged thirteen, and no subsequent pregnancy. Owing to insomnia, 
nausea, suppressed menses and a chain of symptoms of neurosis, she had consulted 
a diagnostician in March. After an examination she was assured that all the preg- 
nancy she had was in her head. A month in bed in the hospital, with milk diet and 
massage, would cure her neurasthenia and she would be well. According to her his- 
tory she had only one pelvic examination and that during the first interview, a 
part of a complete physical examination which had been made at that time. Having 
the advantage of two months in my favor, the development of the fetus itself dis- 
closed the real condition of the patient. All worry cleared up, symptoms disap- 
peared and a normal pregnancy has been under observation, to be terminated in 
September. 

A multipara, aged thirty-eight, married one year, consulted me in June and pre- 
sented a history of nausea and suppression of menstruation and of having been 
under treatment by a stomach specialist who had made no pelvie examination, but 
after test meals, had given her lavage for two months on account of intractable 
vomiting. This proved also to be a case of pregnancy, and will be delivered probably 
before this paper is read. 

A woman from a near-by college town, the wife of one of the faculty, had been 
under observation for four months by an internist, who had diagnosed pregnancy. As 
eight months had elapsed when I saw her, the tumor showing but little change, the 
diagnosis of right ovarian cyst was made without difficulty, and the diagnosis was 
verified by operation and removal. 

Two cases of laparotomy following a diagnosis of ectopic gestation which proved 
each to be intrauterine pregnancy, and an operation for fibroid uterus, which was 
found to be a normal pregnant enlargement, have come under observation during the 
summer. 


These are spectacular exhibits, but not remarkable but for the fact 
that the condition might have been cleared up by obstetrical consulta- 
tion, 

Now there exists a furore for cesarean section over the country. 
This is a deplorable situation. In every county seat surgeons are 
doing abdominal delivery, although they have had little or no expe- 
rience in pelvic measurements, or, at least, without giving the pa- 
tient the benefit of employing them, or with no calculation of the 
comparative relation of passage and passenger, and for no better indi- 
cation than occiput posterior positions, or other delayed labor. We 
hear of forty cesarean sections in one clinic, or one hundred in an- 
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other, in one year, and we are appalled at the temerity of such inter- 
ference with a physiologic process. 

Rudolph Holmes’ prediction that obstetrics is becoming a lost art 
seems about to be verified unless we can swing the pendulum back to 
a normal perpend:cular. 

In Kansas City three of the most capable surgeons have long made 
it a rule to do no cesarean section without the opinion of an obstetri- 
cian. Since the approximate size of the fetus can be so nearly deter- 
mined by means of the measurements of McDonald, Ahlfeld, or Paret, 
and the pelvie capacity can be demonstrated by routine examination, 
there ean be no argument as to the right of the patient on whom the 
section is contemplated, to have every safeguard thrown about her, 
before resorting to a major surgical operation, when Nature may be 
competent to terminate her problem per vias naturales. . 

There are a few internists whose skill is so paramount that they can 
cover the field of the entire human body with equal and unerring ac- 
curacy, and while in the diagnosis of problems affecting the organism 
in general their work may be most commendable, they are apparently 
not infrequently apt to fail in the appreciation of the physiology and 
pathology of the pelvis. 

And since the woman of today so seldom exhibits a perfectly normal 
anatomy, the surgeon who considers doing an operation where the 
question of pregnancy is involved, is wise when he has availed himself 
of the best judgment of the obstetrical or gynecological expert in his 
community. 


1100 Grand AVENUE. 
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NEPHROLITHIASIS AND PREGNANCY 
By Paut Herneck, M.D., Cuicago, ILL. 


URING pregnancy, the proper and adequate functioning of the 

kidneys is of paramount importance. During gestation, lesions 
affecting the urinary organs assume a particular importance and in- 
terest. It is conceded that normal pregnancy plays an important 
role in the etiology of ecaleuli, both large and small; therefore, the 
disturbances of nutrition incident to lactation, and the superalimenta- 
tion necessitated by, and accompanying, gestation, are factors which 
must not be disregarded. 


During pregnancy, the kidneys are abnormally taxed by the secre- 
tory load consequent to increased metabolic activity and to elimina- 
tion of fetal and maternal waste products, and are, in addition to the 
ureters, also subjected by the gradually increasing pressure of the 
gravid uterus to abnormal physical conditions. During pregnancy, 
the skin is less active than normally; it execretes less; the pregnant 
woman’s physical condition is one of decreased resistance. Such 
direct factors as the aforementioned and others acting indirectly as 
sluggishness of the bowels and consequent constipation, not uncom- 
monly observed during pregnancy, can easily impair normal kidney 
efficiency and can and may provoke renal disturbances even in the 
absence of pre-existing or predisposing renal lesions. Therefore, it 
is conceivable that a kidney, the seat of disease, may be further im- 
paired, functionally and anatomically, during and by the pregnant 
state. 


If only one kidney be affected, the organism may and usually does 
accommodate itself with the sound kidney; but during pregnancy, the 
sound kidney alone may fail to adequately eliminate the combined 
waste products of mother and fetus; signs of toxemia may appear. 
It must then be decided upon the conditions presented by each indi- 
vidual case, whether a woman with a known kidney lesion, is to be 
allowed to undergo the risks of pregnancy with the added strain 
which it throws on the kidneys. If a renal calculus or ealeuli are 
present, the medical attendant must determine whether its concom- 
itanece with the progress of pregnancy is permissible in the interests 
of mother and child; and should these interests demand it, what 
operative measure is called for. On one hand, there is the certainty 
of inereased work for the kidneys, with a possibility of their failure 
to accomplish it; on the other hand, while the risks arising from 
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operation may to a large extent be eliminated, and are, in a sense, 
minimal, yet operation offers no positive guarantee that urinary se- 
cretion will be increased. Pregnancy demands efficient kidney fune- 
tioning. If renal lithiasis be present and operative relief is clearly 
indicated, we must know how operative intervention will affect the 
existing pregnancy, and whether it will in any way incapacitate the 
woman in the event of a subsequent pregnancy or pregnancies. 


In this paper, the special kidney lesion I wish to discuss is nephro- 
lithiasis. In its etiology, renal lithiasis is intimately related to food 
ingestion and food utilization. Excessive, insufficient, or unsuitable 
foods and metabolic disturbances are factors that at once affect the 
blood; by hampering the eliminative functions of the kidneys, they 
predispose to urinary retention and calcareous deposits. 

In considering nephrolithiasis as affected by pregnancy we have two 
main questions to deal with: First, nephrolithiasis complicating an ex- 
isting pregnancy ; secondly, whether a pyelotomy, nephrotomy, nephrec- 
tomy, or other surgical operation done for lithiasis jeopardizes the health 
or life of mother or fetus in the event of a subsequent pregnancy. 
Our conclusions are based on a somewhat exhaustive analysis of 
eases reported in the literature, and on our own personal clinical 
experience. 


Renal ealeuli are not commonly met with in pregnancy principally 
because they are not common in the female sex. When renal calculi 
are present with or without infection, antenatal treatment is neces- 
sary because, the additional renal activity provoked by pregnancy 
favors increase in size and number of such ealeuli as are present. 
(Marion [8]). The indication is to relieve the kidneys and the organ- 
ism from any toxemia due either to deficient renal elimination, or to 
infectious processes present in the kidney itself, or to both of these 
eauses. This can be partially effected by hygienic, dietetic and medic- 
inal measures. If the stone be small, efforts to secure elimination 
through the natural channels are occasionally successful. If the cal- 
culus be in the pelvis and the parenchyma not or but slightly injured, 
a simple pyelotomy suffices. If there is but one stone in the kidney, 
a pyelotomy or a simple nephrotomy with a small incision may suf- 
fice. But, if the lesion be severe, if the stones be multiple, branched, 
coral-shaped, ete., a nephrotomy or even a nephrectomy may be indi- 
eated. The failure of palliative measures, the severity of the symp- 
toms presented by the patient, the nature and characteristics of the 
ealeuli, the extent and nature of the associated lesions, the anatom- 
ical state of the affected kidney or kidneys, and the patient’s general 
condition, give the indications for operation and for the type of 
operation to be performed. 
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When the patient’s other kidney is in good functioning condition, 
unilateral lithiasis usually does not (in the absence of severe symp- 
toms or advanced degenerative changes in the calculous kidney) seri- 
ously complicate pregnancy or labor; but with bilateral lithiasis, the 
conditions of kidney functioning are usually such as to demand opera- 
tion. Braasch' states that 12 per cent of nephrolithiatic cases are 
bilateral. In bilateral nephrolithiasis, it is desirable, if possible, that 
both kidneys be saved; a patient never has too much renal paren- 
echyma. The kidney with the best functioning should be operated on 
first and the other kidney, some weeks later if conditions be favor- 
able. Some operators of wide repute advocate simultaneous operation 
on both kidneys. After kidney operations for removal of calculi, 
when the associated infection is slight, drainage of the renal pelvis, 
parenchyma or perirenal tissues may be omitted, but, generally, post- 
operative drainage is indicated; it aims to protect the kidneys from 
further disastrous effects of the infection and enables the organism to 
better withstand and overcome toxemia. 


Even though urgent symptoms be absent, calculi occurring with 
bilateral pyelonephritis must always be removed. The same indica- 
tion obtains in cases of multiple caleuli. In the presence of calculous 
anuria, immediate operation is imperatively indicated. Very large 
ealeuli, especially if branched, coral-shaped, ete., cause so much tissue 
destruction, that ordinarily nephrectomy is called for. 


While it should be the general rule not to subject pregnant women 
to the shock of major operations, one must not overlook the fact that 
during gestation, the prognosis of kidney operations is largely sub- 
ordinate to the state of the affected or unaffected kidneys. The tol- 
erance of even advanced pregnancy to major operations is well known, 
and it will be shown that if the necessity for such an operation exists, 
pregnancy in itself, within certain limits, is not a contraindication. 
Operations for nephrolithiasis do not unfavorably influence the evo- 
lution of pregnancy or in any way disturb delivery or the puerperium. 
This is all the greater reason why operative relief should be sought 
when other means fail to bring about the desired result in regard to 
kidney-efficiency, removal of toxemia and cure of the latter’s source. 


Operative relief being indicated, it is necessary to determine as 
accurately as possible the functional value of the kidneys. For this, 
both eystoseopy and ureteral catheterization are useful procedures. 
In obscure cases of suspected lithiasis, a pyelogram is a valuable aid 
for identification and definite localization of shadows; but pyelog- 
raphy has dangers in the hands of the unskilled. It should be em- 
ployed only by one having had considerable cystoscopie experience, 
as well as numerous opportunities and facilities for observing patients 
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with renal or ureteral lithiasis. It is advisable that pyelography be 
restricted to cases which can be accurately diagnosed in no other way. 
In choosing between pyelotomy, nephrotomy and nephrectomy, one 
is guided by the conditions found after exposure of the kidney and 
determination of its actual state by inspection. It should be affirmed 
at the outset, that pyelotomy is the operation of election, nephrotomy 
and nephrectomy being operations of necessity. Nephrotomy has dan- 
gers, chief among which is secondary hemorrhage. Even a perfectly 
regular nephrotomy with easy extraction of the calculus or caleuli, 
can be followed by a postoperative hemorrhage severe enough to re- 
require a nephrectomy. In a nephrotomy, the incision should be 
almost invariably along the external convex edge of the kidney. 


An associated pyonephrosis or hydronephrosis may necessitate a 
nephrectomy ; the degree of destruction of the renal parenchyma and 
pelvis will decide. It is questionable whether it is worth while to save 
an organ having scant functional value and showing marked ana- 
tomical changes when a complete recovery can be obtained, by a 
comparatively safe operation. The existence of a pregnancy, if not 
advanced beyond the sixth month, does not affect the operative indi- 
cations, as the gestation can continue its normal evolution uninflu- 
enced, or only slightly so, by pyelotomy, nephrotomy or nephrectomy. 
All unnecessary trauma and manipulations are to be avoided, so as 
to impair as little as possible the local tissue resistance, prevent 
wound contamination and minimize operative shock. 

Clinical and laboratory evidence of very low kidney functioning 
may contraindicate nephrectomy, especially if the symptoms are not 
very acute. In cases totally unsuited to operation, nonoperative meas- 
ures, of necessity, must be employed. Cases of pregnancy with renal 
lithiasis have been carried to term with such treatment. 

A search through the literature has brought to light a number of 
eases of nephrolithiasis complicating pregnancy. Only a few are 
reported with sufficient data to permit utilization in this paper. 
These, amounting to twenty-nine cases, are collected in Table A. 
A study of this table shows that sixteen cases were operated during 
pregnancy, the operation performed being a nephrectomy in three, 
a pyelotomy or nephrotomy in ten, one ureterotomy and in two cases 
the nature of the operation is not stated; ten cases were not operated; 
three were operated after the pregnancy; and in three cases, no par- 
ticulars as to the course followed are given. Two of the three nephrec- 
tomized patients had normal labors with a living child at term; no 
complications are reported. The period of gestation in these two cases 
was 2 and 2% months, respectively, at time of operation. A nephrec- 
tomy done at the fourth month of gestation was followed after a few 
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days by miscarriage. Five of the nephrotomized patients proceeded 
to normal labor at term and delivery of healthy children. In three 
cases, no particulars as to the labor are given. Of the two eases in 
which the nature of the operation is not stated, in one case, the pa- 
tient went to normal labor at term, and in the other, no particulars 
are given. In the nephrotomies followed by normal labor at term, 
the age of the gestation at the time of operation varied from 2 to 
7 months. 


In these 29 cases with nephrolithiasis during pregnancy, the his- 
tories show sixteen children born normally at term; in eight cases 
nothing is stated with regard to the subsequent course of the pregnancy 
and labor; in four cases which were operated after the pregnancy, 
the history showed disturbances in pregnancy and labor in only 
one case. One case was treated by lavage of the renal pelvis and 
proceeded to term. Bugbee? remarks that catheterization of a preg- 
nant woman is not difficult; a moderate amount of pressure may be 
required to advance the ureteral catheters, if there is torsion or kink- 
ing, which is more usual in the ease of the right ureter. 

In the one ease of mishap (miscarriage) after a nephrectomy per- 
formed during the fourth month of pregnancy, the kidney condition 
was at least ten years old; the removed kidney was large and pussy, 
hardly any of its substance was left. The condition was frankly bad. 


Schmidt collected 36 cases of nephrectomy performed on pregnant women for 
various pathological conditions including renal lithiasis. Of these, 4 were in the 
second month of gestation; 6 in the third month of gestation; 8 in the fourth 
month; 7 in the fifth month; 4 in the sixth month; 2 in the eighth month; and 
in the others the age of the pregnancies is not definitely stated. In seven cases, 
the effect on pregnancy is not stated. 


In 1 case, the operation was done almost at the time of delivery; spontaneous 
birth with a living child occurred. In 2 cases, the patients died; 21 of the others 
had a normal labor at term; 3 had spontaneous abortion; 1 had induced abortion; 
1 had induced labor; and 1 had a dead fetus extracted. In four cases, it is stated 
that harmful effects occurred as regards the fetus. 


Schmidt is of the opinion that a nephrectomy performed during 
pregnancy, in cases in which a diseased kidney has influenced its 
mate, may precipitate eclampsia. He believes that pre-existing 
chronic disease of the kidney is a very important factor in the etiology 
of eclampsia. Eclampsia is not mentioned in any of the 29 operated 
or non-operated cases collected in Table A, of nephrolithiasis dur- 
ing pregnancy. In all cases, in which the puerperium was discussed, 
it was normal. 

Clinical experience fully shows that in a woman otherwise a good 
operative risk, a pyelotomy, nephrectomy, or a nephrotomy done for 
nephrolithiasis during the early months of gestation, does not jeop- 
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ardize the life of either mother or child. It can be affirmed that if 
such an operation is indicated, its performance is safe and should not 
be delayed. 

The question of the obstetrical future of women having but one 
kidney has given rise to much discussion, and in the literature relating 
to it, there is fair agreement in arriving at conclusions. Pregnancy in 
nephrectomized women occurs far more frequently than is reported 
in the literature, as the number of nephrectomies done on women 
within the age limits of sexual activity is considerable. 

I have found in the literature 30 cases reported with sufficient data, 
in which pregnancy followed a nephrectomy or nephrotomy done for 
nephrolithiasis; these cases are shown in Table B. In three of these 
cases, the pregnancy occurred within a year of the nephrectomy; in 
one case, within two years of the nephrectomy, and in one case within 
three years. At least in two cases, the remaining kidney was affected. 
One of these women had three children after the operation; she later 
died from urinary complications. In one case, pregnancy occurred 
within two years following a nephrotomy. In 21 eases, the time of the 
occurrence of pregnancy following operation is not stated. In most 
of the cases, the pregnancies do not appear to have been modified in 
any way by the operation. When labor was difficult, the difficulty 
was due to some cause other than the operation. One ease is to be 
excepted, in which the operative scar ruptured owing to the strong 
labor pains and a forceps delivery was performed in order to avoid a 
ventral hernia. In the cases therein enumerated, it is reported that 
30 women on whom a nephrectomy or nephrotomy had been previously 
performed, bore 32 healthy children. From the histories, one sees that 
operation was not followed by any untoward incident of particular 
importance during the pregnancy, labor or puerperium. The cases 
therefore, bear the opinion expressed by Schmidt, Cova, Twyman, and 
other authors. Pregnancy, if not occurring too soon after a pyelotomy. 
nephrotomy or nephrectomy, is not hazardous, providing the remaining 
kidney is not diseased. If the remaining kidney is diseased, and not 
functioning properly, childbearing is dangerous to mother and child 
and is not to be recommended. 

The cases recorded show that even when the remaining kidney is 
involved, the patient does not run any particular risks from the fact 
of pregnancy. The number of cases reported is small and too limited 
to justify a dogmatie opinion, but they appear to be the only ones 
recorded. 

Covat collected 73 eases in which pregnancy followed a nephrectomy done for 
various conditions. In no case was there abortion or premature delivery; all cases 


went to term and evoluted without any grave disturbances. If there was some al- 
buminuria, it was never severe and never called for obstetrical treatment. In 
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some cases, subsequent pregnancies are recorded with equally good results. It 
will be seen that these are the results recorded generally in Table B, for nephro- 
lithiasis. Nor does the development of the fetus appear to have suffered in any 
way. 

Hartmann found records of 115 eases in which a nephrectomy or other major 
kidney operation done on women for various conditions (10 for lithiasis) was fol- 
lowed by pregnancy. In 74 nephrectomies, there were two deaths from eclampsia, 
1 death from renal insufficiency, and 1 abortion. In 66 cases collected by Poussoné 
in which nephrectomized women conceived, there were only 7 abortions; 13 of 
these women had subsequent multiple pregnancies. The infants were living and 
well at birth. In discussing the condition, Legueu? thinks that in the absence of 
complications, pregnant women should not during pregnancy be operated on for kid- 
ney lesions. Marion® thinks that women showing kidney caleulosis during preg- 
naney can be classified into two groups. First, those in which the calculus causes 
complications and which every one is agreed should be operated; secondly, those 
in which there is an absence of symptoms. In this second eategory, Marion dis- 
tinguishes those at the beginning of pregnancy and for whom there is every ad- 
vantage of preventing infectious complications. These can be operated without 
risk. In cases in which the pregnancy has passed the sixth month, events should 
take their course. 

Matthews® quite recently collected 265 labors occurring in 241 nephrectomized 
women. Only fifteen were complicated and there were but two deaths. Matthews 
concludes that after nephrectomy pregnancy follows its normal course and is but 
little more hazardous to mother or child than pregnancy under normal conditions, 
providing the remaining kidney is functioning properly. There is usually some 
albuminuria during the last weeks. If a severe ‘‘pregnancy pyelitis’’ oceurs, the 
pregnancy should be terminated. 

Hartmann’s® study of the literature leads him to conclude that the removal of a 
diseased kidney, does not exert any unfavorable influence on the development of fu- 
ture pregnancies, and that this operation does not expose the patient to interruption 
of pregnancy, any more than other major abdominal operations. 


Kidney operations, during pregnancy, especially nephrectomy as it 
throws the entire unrinary elimination on one kidney, have received 
considerable attention. It has been assumed, and verified at autopsies, 
that after a nephrectomy, the remaining kidney undergoes hyper- 
trophy and is capable of doing additional work. Tridondani’” has 
discussed the loss of a kidney in pregnant women. He does not 
accept the belief that there is a sufficient compensative power in the 
remaining kidney simply by hypertrophy to deal with the excremen- 
titious materials of the body. 

Tridondani contends that during pregnancy venous stasis is induced 
in the kidney; first, by pressure of the enlarged and enlarging uterus 
on the renal veins; secondly, by engorgement of the abdominal ves- 
sels; and thirdly, by the fact that the uterine arteries during preg- 
nancy draw off a large proportion of the blood from the kidneys. 
This venous stasis affects the nutrition of the glomeruli both by the 
inereased amount of urea secreted and the irritation caused, and 
predisposes to albuminuria and other kidney complications of preg- 
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naney. ‘Tridondani thinks that renal venous stasis is compensated 
by hypertrophy of the left ventricle of the heart and that the danger 
arising from the kidney is obviated in pregnant women with a sound 
heart. These views have been assailed by Twyman" and others who 
think that there is no anatomical support for them. Twyman thinks 
that the safety of the woman pregnant after a nephrectomy does not 
depend on hypertrophy of the remaining kidney alone, but in an 
inereased action of all the emunctories of the body. If the remaining 
kidney is diseased, pregnancy subsequent to a nephrectomy is danger- 
ous for both mother and child. It should be avoided. 

Whatever be the correct facts regarding the elimination of waste 
produets during pregnancy, statistics support the view that a neph- 
rectomy for any cause prior to any pregnancy is not a particular 
menace to the latter’s evolution, and threatens neither the maternal 
nor fetal life. The loss of a kidney does not appear to unfavorably 
influence pregnancy, nor does pregnancy appear to put any strain on 
a nephrectomized woman that it does not put on a non-nephrectom- 
ized woman. The clinical facts do not show that a woman with but 
one kidney, whether it be in a perfectly sound condition or not, runs 
a much greater risk by becoming pregnant than in the ordinary 
course she would run from such kidney condition. A woman with one 
healthy kidney does not, as far as the facts show, run any more risk 
from pregnancy than does the woman with two kidneys. 


Schramm,” one of the first to study this question, advised that for 
fear of eclamptie convulsions it was not safe for a woman with but 
one kidney to undergo the risk of pregnancy. This opinion is not 
justified by the facts reported in operations since then carried out. 
There is always a possibility or perhaps even a probability, of some 
damage and risk when elimination must be entrusted to one of even 
two normal kidneys at a time when there is abnormal production of 
excrementitious matter, and an unusual degree of risk of lesion to 
the organ. But it is probable that other agencies during this time 
take up the work of elimination. Roger’ has recently shown by 
experimentation that the lungs, in addition to their purely respiratory 
functions, have a de-toxicating action and can aid other excretory 
organs in the conversion and elimination of poisonous substances. 
From a study of the literature, I can say that there should be no 
hesitation in permitting a nephrectomized woman to marry or run 
the risk of pregnancy if she has one good functioning kidney, and 
this is especially true if the nephrectomy has been done for nephroli- 
thiasis. Sufficient time should be allowed to elapse after the opera- 
tion to permit the woman’s kidney functional capacity to be certified 
as regards sufficiency. 
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The general conclusions to be drawn from a study of the subject 
are: 


(A) As regards nephrolithiasis during pregnancy: 


(1) If the condition be latent or if the symptoms be not severe, 
palliative measures are to be instituted and the pregnaney permitted 
to proceed; large amounts of water should be given per mouth and 
urinary antiseptics—urotropin, acid sodium phosphates, ete., pre- 
scribed. After pregnancy, the patient should seek operative relief 
and cure. 


(2) If the symptoms are severe, a pyelotomy, nephrotomy or neph- 
rectomy, if not contraindicated for some other reason, may be done 
with safety to both mother and child up to the sixth month of preg- 
naney. Careful consideration should be given to number, size, location 
and characteristics of stones before operating. Good functioning of 
the remaining kidney should be insured if nephrectomy is to be done. 
The operative indications for nephrolithiasis during pregnancy are 
the operative indications for nephrolithiasis in general. With even 
one kidney functioning approximately normally, the freezing point 
of blood and urine is about the same but with a diseased solitary 
kidney, the increasing concentration of the blood, and hence lower 
freezing point may be the signal for the induction of abortion. 


(3) If a major operation for kidney caleulus has to be done later 
than the sixth month of pregnancy, there is the possible danger of 
premature termination of the pregnancy. An operation done later 
than the sixth month of gestation, exposes the parturient woman to an 
interruption of the pregnancy. 

(4) Gestation occurring in a nephrectomized woman calls for watch- 
ful preparedness. The development and persistence of serious symp- 
toms may call for the induction either of abortion or of premature 
labor. 


(5) In any given ease of nephrolithiasis, the question whether 
to operate or not is to be carefully weighed by the surgeon; judging 
the operative risk, the favorable effect which a successful operation 
has upon the pregnancy, the bad effect of continual toxemia and pus 
formation on the fetus, the dangers incident to the binding of the 
pregnant uterus by the formation of adhesions, and the fact that 
such may markedly impede labor. The fact should be kept in mind 
that a kidney caleulus is more troublesome and dangerous during 
pregnancy than otherwise, owing to the existing greater kidney ac- 
tivity. The age of the pregnancy is not to be disregarded. 

(B) With regard to pregnancy occurring after nephrectomy: 

(1) The nephrectomized woman may be permitted to marry, or if 
married, to undertake the risk of pregnancy, provided she is in other- 
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wise fit condition. As a rule, there is no reason to interrupt pregnancy 
occurring in women with only a single kidney. 

(2) An unique kidney does not per se compromise the normal prog- 
ress of pregnancy, labor or puerperium, nor does the development of 
the fetus in such an organism appear to suffer any loss. 

(3) Careful interpretation of the indications and constant observa- 
tion of the nephrectomized woman during pregnancy is imperative. 
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(Others are given in the Tables.) 


59 East MADISON STREET. 


REPORT OF A CASE OF ENDOMETRITIS DECIDUALIS 
POLYPOSA 


By Earu 'C. Sage, M.D., Omana, NEs. 


M* F. J. L., hospital No. 7448; age twenty-seven, white, married. Walked 
into hospital complaining of cramps in abdomen and some bloody vaginal dis- 
charge. Her temperature was 99.6; pulse 96; respiration 20. (She was admitted to 
the surgical service, as the general practitioner sending the patient into the hospital 
thought she had a fibromyomata). 


The patient was admitted to the University Hospital Dec. 14, 1922. Physical 
examination revealed a tumor mass in the abdomen four fingers’ breadth above the 
symphysis. Vaginal examination showed the external os slightly patulous with a 
protruding mass feeling like the fetal membranes. The remainder of the physical 
examination was negative. 


The patient has been married two years. She had one miscarriage seven months 
after marriage, not induced. Husband twenty-seven years old. Good health. 

Menstrual history negative. Periods began at sixteen years—always regular every 
twenty-eight days. No pain. 

Present complaint: Patient consulted a doctor in July for nausea and was told 
she was pregnant. Five weeks prior to admission to hospital patient saw another 
doctor who told her she had a tumor of the uterus and should be operated at once. 
She was sent to the hospital with a diagnosis of uterine fibromyomata. She had 
had a bloody discharge and cramps in the lower abdomen for four or five weeks 
previous to admission. 

The following day, December 15th 1922, the patient had a slight fever, 101° at 
3 Pp. M. and at 4:30 P. M. passed a heart-shaped mass which was an exact cast of 
the uterus measuring about four inches in length and three inches in diameter and 
had a fibrinous outer surface. The inner surface was studded with polypoid pro- 
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Fig. 1.—Specimen as passed from uterus. 


Fig. 2.—Specimen cut open showing polypoid growths. 
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jections, dark red in color, both solid and cystic and varying in thickness from 5 
mm. to 30 mm. (Figs. 1 and 2). 


Section shows degenerated chorionic villi, blood clot, decidual and epithelial cells. 
Fibrous membrane encloses whole chorionic villi with hemorrhages into the villous 
processes. Section through base of villi shows a great deal of inflammatory reac- 
tion. Wassermann negative. No other laboratory work done. Report of Dr. Jay 
J. Keegan. 


Puerperium uneventful except for foul vaginal discharge. Involution was slow 
and patient left hospital on eighteenth day. Patient sat up on thirteenth day. 
Treatment; Ice bag to lower abdomen, quinine gr. ii q. i. d., lysol vaginal douches. 

Not many of these eases were found reported in the literature. DeLee! states 
that during pregnancy the pathologie study of the uterine mucosa is doubly difficult, 
and without doubt needs reinvestigation by modern methods. Most authors dis- 
tinguish two main conditions—endometritis deciduae interstitialis and glandularis. 
The inflammation is usually present before conception, but may arise during preg- 
nancy from a syphilitic ovum or from gonorrhea. He illustrates a piece of decidua 
vera expelled in an abortion at ten weeks. It is thickened, infiltrated with round 
cells, degencrated in places, strewn with minute hemorrhages and presents a lumpy, 
uneven, polypoid surface. Virehow first described this condition as endometritis 
deciduae tuberosa or polyposa or both, from a single case encountered at the post- 
mortem table to indicate the naked eye pathology, polypoid eminences being found 
studding the placental site. In this case there was a clear evidence of syphilis. 

If the glands are affected, either by hypertrophy or by inflammatory hyperemia, 
a profuse secretion results, which is yellowish, serous, slightly mucous or bloody. 
Schroder called this endometritis deciduae catarrhalis, which may give the clinical 
course of hydrorrhea gravidarum. Should the mouths of the glands be occluded, 
cysts containing a milky fluid form in them, endometritis deciduae cystica of Breus. 
It is possible that many of the specimens called by the older writers decidua with 
‘futerine milk’’ were of this nature. Endometritis deciduae is of great clinical 
importance. It causes relative sterility and frequent abortion. Since abortion 
often leaves endometritis, a vicious circle is established resulting in abnormal in- 
sertion of the ovum, (for example, placenta previa), abnormal formation as to 
shape, size and thickness of the placenta, infarcts, retarded development of the 
fetus, abruptio placentae, and thickening and retention of the decidua. During 
pregnancy one may find pain in the uterus; aggravation of the sympathetic distur- 
banees, especially hyperemesis; painful uterine contractions, sometimes called 
‘‘rheumatism of the uterus,’’ particularly at or near term; loeal tenderness, and, in 
the more acute cases, slight fever, malaise, and bloody discharge which arouses a 
suspicion of abortion. Much depends on the location of the disease and the ex- 
tent and time of its occurrence, If the decidua serotina is involved, early death 
of the fetus and abortion oceur, but if the affection is mild, pregnancy may go to 
term and one will note only anomalies in the mechanism of placental separation, 
perhaps placenta acereta. The earlier the disease manifests itself, and the greater 
its extent, the more the likelihood of abortion. The ovum may be transformed into 
a bloody or fleshy mole. 

More recent investigation by Arthur J. Nyulasy2 shows that polypoid decidual 
endometritis is generally caused by gonorrhea or syphilis, and pyogenic cocci. 

The morbid anatomy presents two types: 1. Tough, somewhat rounded polypoid 
eminences, and 2. Leathery papillomatous outgrowths. 

Nyulasy refers to Dr. Frank Nyulasy,3 who in 1909 described the condition as 
follows:—‘‘Tt is neither a hypertrophy nor an adenomatous condition, as formerly 
taught, but is a combination of chronic endometritis and metritis, exaggerated by 
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pregnancy, and usually showing the signs of acute inflammation grafted upon the 
old chronic trouble as the result of sepsis.’’ 

Striking features in microscopic sections are: (1) endarteritis obliterans; (2) 
very large venous sinuses (dilated capillaries), empty thrombosed, or organized into 
fibrous tissue; (3) fibrous tissue formation; (4) actual decidual ‘‘islands,’’ 
or decidual cells over fairly large areas separated by fibrous tissue; (5) small- 
cell infiltration; (6) new formation of muscular elements projecting as ingrowths into 
the decidua; (7) glands are seldom seen. 

Dr. Nyulasy (A. J.) reported the case of a woman, 24 years old, who was de- 
livered ten days previously in a condition of profound sepsis. The attending phy- 
sician was confident that the placenta had come away intact. Examination showed 
numerous firm polypoid elevations on the placental site, but could not discover a 
particle of placenta or membrane. The polypoid outgrowths were removed, the pa- 
tient continued to deteriorate, and succumbed a few days later. 
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Society Transactions 


NEW YORK ACADEMY OF MEDICINE 


JOINT MEETING OF THE SECTIONS ON OBSTETRICS AND GYNECOLOGY 
AND PEDIATRICS, MARCH 8, 1923. 


Dr. WituiaAmM E. CALDWELL IN THE CHAIR 


Dr. Ricuarp N. Pierson read a paper entitled Spinal and Cranial In- 
juries of the Baby in Breech Deliveries. 


The purpose of the paper was to add to the evidence that shows that natal and 
neonatal deaths in breech deliveries are due more often to the trauma and violence 
of an unphysiological extraction than to a general asphyxia of the baby caused 
by interference with placental and funiec circulation. 

The outstanding contributions to the literature were reviewed to date. Autopsy 
on 36 stillbirths from breech deliveries showed fractures of vertebrae in 38 per 
cent. Clinical and pathological study of each case showed trauma alone the 
probable cause of death in 50 per cent of the cases. General asphyxia alone was 
the probable cause of death in only 5 per cent of the cases. Trauma and general 
asphyxia may have both been present in 44 per cent of the cases. The need of 
eareful study at autopsy of the cerebrospinal nervous system of all new born ba- 
bies to discover the true cause of death was emphasized. 


Dr. Bronson CrotHers, Harvard Medical School, read by invitation 
a paper entitled The Intracranial Mechanism of Labor and Its Rela- 
tion to Later Disabilities of the Child. 


Pathological evidence now available indicates that the death of viable infants 
is usually due to gross injuries of the tentorium or to injuries of the cervical 
spinal column. Obviously such injuries are fatal only if the central nervous sys- 
tem is damaged. 


This paper attempted to formulate a conception of the changes in pressure 
within the craniovertebral cavity of the fetus when the forces used in delivery are 
brought to bear. 

Physiologically the only important region of the central nervous system, dur- 
ing labor or immediately thereafter, is that between the upper end of the medulla 
and the lower border of the phrenic nuclei in the upper cord. This region is 
well protected under normal conditions by the tentorium above and by the 
spinal column below. In order to explain the effects of rupture of the tentorium 
it is necessary to examine the theory of discontinuity of pressure, first advanced 
by Leonard Hill in 1896. According to this theory there is relative or absolute 
loss of continuity of pressure at the tentorium and at the foramen magnum. 
Obvious objections to this conception can be stated, but under obstetrical con- 
ditions I believe the theory to be valid. 

If this assumption is accepted it follows that the tentorium and the falx pre- 
vent the severe and irregular forces imposed upon the vertex of the fetal head 
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from reaching, in full and at once, the medulla. It is also evident that ruptures 
of the septa may result in impaction of the medulla into the foramen magnum. 

The balance of pressure at the foramen in vertex delivery is maintained as 
long as the dural septa do not give way. In breech labors, however, the release of 
pressure when the buttocks are delivered results in diminished pressure below the 
foramen. This downward stream of pressure is intensified if traction or suprapubic 
pressure is used. The logical result of excessive force is rupture of the tentorium, 
impaction of the medulla and collapse of the baby. Pathologically the evidence 
supports this view. 

Naturally broken necks involve, almost necessarily, the vital centers of the 
spinal cord. Various papers, notably those by Schwartz, suggest that many of the 
seattered hemorrhages, usually regarded as asphyxial in character, are really due 
to disturbances of pressure after rupture of the amniotic membranes. 

While not denying the validity of various observations on asphyxia and on 
hemorrhagie disease, it seems clear that most of the deaths of viable fetuses 
ean be explained more logically on the basis of injury to the central nervous sys- 
tem as the result of foree. In particular the evidence seems to me convincing 
that injury and not asphyxia is the usual cause of death in breech deliveries. 

The clinical study of babies suffering from birth injuries of the central nervous 
system confirms the pathological evidence. The injuries of the spinal cord, which 
are responsible, in my opinion for the disabilities of a very large group of crip- 
pled children occur, almost without exception, in breech babies. Hydrocephalus 
is to be expected if the vein of Galen is injured or if hemorrhage and laceration 
result in blocking the subarachngjd spaces about the midbrain. Furthermore, vari~ 
ous disturbances of associated movement in children with cerebral palsies can 
be explained by basal lesions. 

No attempt is made to consider the treatment or the symptomatology of these 
injuries, 


Dr. Georce H. Ryper presented a report on A Series of 59 Breech 
Presentations Treated by Prophylactic External Version. 


The fetal mortality from unconverted breech presentations, as given by the vari- 
ous standard textbooks, ranges from about twenty to six per cent. External 
cephalic version is mentioned by most authorities as a desirable prophylactic meas- 
ure, especially by Williams and Cragin. 

The author for years followed the plan of converting all breech presentations when 
possible and feasible into vertex presentations, by external cephalic version. 

In 890 consecutive deliveries in private practice there were 59 breech presentations, 
classified as follows: (1) Nonviable, 7; (2) viable, under observation before labor, 
49; (3) viable, not under observation before labor, 3. 

The management of these groups was: In the first group no attempt was made 
at external version. 

In the second group (49), external version was done on 29 of which 20 were sub- 
sequently delivered normally, 7 by forceps, 1 by the breech after spontaneous re- 
version and 1 by cesarean section. The remaining 20 had no external version. On 
4 it was tried and failed; 3 were delivered by cesarean section (elderly primiparae) 
and 1 by a breech delivery (young primipara). On 16 no attempt at external ver- 
sion was made; 8 were one of twins; in 5 labor started prematurely; 3 were 
multiparae at term, 2 after spontaneous version vertex to breech and 1 a placenta 
praevia. All these 49 fetuses were saved. 

The third group consisted of 3 patients not seen before labor consultations. 
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The first was a case of external cephalic version in first stage of labor under ether 
delivered by forceps, baby normal. The second patient was neglected, having been 
in labor 36 hours with ruptured membranes, 2 weeks overdue, delivered by craniotomy, 
The third was a case of complete placenta praevia, delivered by breech, a still- 
birth. 

Summary.—The total series of breech presentations included 59. 

The fetuses lost from all causes were: Nonviable, 7; viable, 2; total, 9, or 
15.2 per cent. 


The tota: number of viable fetuses under observation before labor was 49: 
2, or 3.8 per cent. 


The total number of viable fetuses under observation before labor was 49; 
not a single fetus was lost. 

After external version, the fetus never turned back in primiparae. In multip- 
arae it did several times, but could easily be returned. 

Of the 30 external versions (in Group 2 and 3), 23 were done without an 
anesthetic; and all but 2 before labor; while 22 of the 30 were done in the 
7th and 8th calendar months. 

There was no maternal mortality and no ill effects to the mother observed 
from the versions. Slight bleeding from the vagina was seen in one patient 
after the version, due probably to undue force owing to poor anesthesia. Both 
mother and baby were in fine condition after labor. 

No mechanical appliances were used to keep the fetus in position after the 
versions. 

Of the whole 59 breech presentations, there were, excluding twins, anny 3 full- 
term breech deliveries in primiparae. 

External version failed in 4 women out of 34 on whom it was tried. 

The cord was found once around the neck of 5 fetuses delivered as vertex 
after external version; also of one fetus delivered as breech without external 
version. 


Conclusions.—The safest method of treating breech presentations is by 
prophylactic external version. 

External version not only reduces the fetal mortality, but renders labor shorter 
and more natural for the mother. 

The operation is safe if done without force. 

The best time for performing external version is usually the 7th and 8th 
calendar months. 

The operation is generally quite easy and may usually be performed with- 
out ether. 

When at all difficult a general anesthetic should be used. Under this, in most 
eases, except late in labor, external version is easily performed. 

Foree should never be used. If version cannot be accomplished without force, 
the operation should be given up. 

When external version is once performed, the fetus occasionally resumes its 
original presentation, but usually does not. This is more likely to occur when 
the version was very easy. Consequently the fetus may be returned as frequently 
as necessary, even early in labor. When external version is difficult, spontaneous 
reversion is not apt to occur. 


External version performed early gives warning of disproportion between the 
head and the pelvis, by observation of the way in which the head settles into 
the pelvis, or may be crowded in by the obstetrician. 

Finally, with careful observation in the later months of pregnancy, external 
version should reduce the fetal mortality of breech presentations approximately 
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to that of cephalic presentations; and furnishes one more argument for careful 
antepartum examinations. 


DISCUSSION ON PAPERS OF DRS. PIERSON, CROTHERS AND RYDER. 


DR. HAROLD BAILEY.—Holland’s paper in a recent issue of the British 
Journal of Obstetrics and Gynecology is very impressive, especially the pictures 
showing the mechanism by which these injuries, following breech delivery, are 
produced. He describes how the tentorium and falx are stretched and torn. The 
distention of the vein of Galen breaks off its tributaries and causes hemorrhage. 

On the other hand in some of Dr. Pierson’s cases, death occurred when there 
is no evidence of hemorrhage, and Dr. Crothers’ has shown us how this may be 
brought about. Little wrote in the early forties about these cerebral injuries and 
particularly stressed asphyxia as an etiological factor. I have had occasion to 
look over his paper and it is interesting to note that he was well informed as to 
the kind of cases in which these injuries occurred. He knew that breech de- 
livery was one of the chief considerations but he also knew that it occurred in 
normal spontaneous head deliveries. 

At the Manhattan Maternity Hospital, in 1920, I had several cases with symp- 
toms of cerebral hemorrhage. I saw the autopsy of two of these infants and when 
I encountered the third ease with well marked symptoms I operated on the child 
by the Cushing method by a large osteoplastic flap in the parietal region. This 
baby is alive today and a year ago it appeared to be a normal infant. However, 
I feel that this method is not applicable to many of these cases, and personally I 
do not mean to use this particular method of decompression hereafter. In line 
with what Dr. Crothers has said the cases that live are those with cerebellar or 
medulla trauma. In regard to the decompression, if we use that procedure it is 
probable that the typical subtemporal decompression is the best operation. All 
we can hope to accomplish is to decrease the intracranial tension. There is seldom 
free hemorrhage just below the dura; the hemorrhage is usually subarachnoid. 

At the Manhattan Maternity in a seri¢s of 100 cases of autopsy in which the 
skull was opened the brain was looked at from the standpoint of hemorrhage and 
the tentorium was not especially examined. There were forty cases of hemorrhage, 
—about 25 per cent occurred in breech’ delivery, 25 per cent in forceps and about 
40 per cent of the babies were born spontaneously with the head in the vertex 
position. In cases in which hemorrhage was found there were minute hemorrhages 
in other organs and the pathologist always added a diagnosis of asphyxia as one 
of the causes of death. 

Now as to the slow version, it seems to me that in delivering an after-coming 
head if you are not going to pull it through at once it will remain compressed 
within the confines of the pelvic inlet and nothing is gained by allowing the baby 
to hang there. It is just as well to press it through from above and complete 
the delivery. In Holland’s cases about 58 per cent were head cases. The ten- 
torium rupture in these cases may be accounted for in the same way as were the 
breech cases that Dr. Crothers described,—that is, the traction on the head with 
the shoulders held back by the lower uterine segment or the pelvis, it is possible 
to lengthen the spinal canal and the cord must give with resultant hemorrhage or 
rupture or there must be hernia of the medulla into the foramen magnum. 

This review of our statistics as has been pointed out by Dr. Dickinson is of 
great value to us and I am amazed at the number of these birth injuries in the 
elective version cases. I had no idea that the fracture of the spine in the neck 
region was as frequent as Dr. Pierson has shown. If his work is upheld by the 
reports from other elinies we will be absolutely foreed to give up elective version 
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and certainly this demonstration tonight would convince us that the Smellie-Veit 
method of traction must be abandoned and the head must be pushed down from 
above. 

Dr. Ryder’s paper interested me because I have been employing external ver- 
sion for a number of years. I never do this procedure more than three times on 
the same patient for fear of winding the cord around the baby’s neck. I have 
never employed anesthesia for this procedure. If, after three attempts the breech 
does not come out of the lower uterine segment I give up the idea of turning the 
baby and allow it to go on as a breech presentation. There is one point that Dr. 
Ryder does not bring out in regard to this method of turning,—the head must 
be brought around occiput first otherwise the head becomes extended and the 
version becomes impossible or a face presentation results. If one is to use this 
procedure he must know exactly how the child lies and I do not think it should 
be done by any one who is not an expert. 


DR. ALFRED S. TAYLOR.—While I am not an obstetrician nor a pediatrician 
I have had some experiences with children who I presume have survived accidents 
similar to those described here tonight. It seems to me that the lesson is that 
the obstetrician must spend a great deal of time in correlating the mechanics of 
delivery and the physiology of the infant. It would be interesting if somebody 
could get an idea of how many children survive accidents of this type and become 
anything like normal individuals when they grow up. That item of information per- 
haps cannot be given until after this work has been developed. Another point of in- 
terest is that this work will have a great influence on methods of treatment in 
eases of this type. If it is shown later that children with these birth injuries 
merely live and are an economic waste to themselves and to the community then 
the problem is simplified very greatly. If it can be shown that a certain per- 
centage become normal individuals that would be an incentive to develop methods 
of treatment. 

Of these’ injuries hemorrhage is the most obvious pathologic item, but it has 
been shown that a certain percentage die where there is only rupture of the ten- 
torium without hemorrhage. If an adult had an injury giving symptoms analogous 
to those deseribed in infants in which there is no hemorrhage, one would feel that 
the patient had sustained a damage of brain substance. Hemorrhage in the skull 
would not cause death unless there was concomitant or secondary injury to the 
nervous tissue. While an infant’s tissue will regenerate more quickly than that 
of an adult, it is more sensitive to trauma; therefore, it would be my feeling 
that the central nervous tissue is seriously damaged as a result of damage to the 
tentorium, and injury to the nervous tissue is always the essential cause of these 
fatalities. In adults there may be fracture of the fifth and sixth cervical vertebrae 
that does not cause death; and in infants with such fractures there must be 
an extension of the injury to the medulla. That is, a fracture of the spine itself 
would searcely be sufficient to cause the immediate death we see in these cases. 
Another fact is that a certain number of these children grow up and at a late 
period show degenerative lesions in the brain that make one feel that primarily 
there must have been injury to the brain substance at birth. 

In a few cases that I have encountered there have been delayed symptoms and 
failure to yield to therapeutic measures. I remember an eleven-year-old girl with 
the history that after a difficult forceps operation she was born cyanosed. She 
was resuscitated, but after four days she had a fainting attack. She then went 
along until she was seven years of age in a fairly normal way. Then epilepsy 
developed to the extent that there were major attacks preceded by sensory aura in 
the left palm. After four years’ treatment during which her teeth were treated 
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and her tonsils removed, ete., she was brought to an internist and it was decided 
that the focal lesion was in the cranium. Operation was performed and the 
dura found adherent over an area more than 8 cm. in diameter involving motor and 
sensory cortex. It was assumed that this was the cause of the seizures, but before 
closing the wound it was observed that in the temporosphenoidal lobe there was 
a yellowish area which was quite soft. From this three ounces of clear fluid, ob- 
viously the result of degeneration, were evacuated. Temporosphenoidal lobe was 
degenerated, there being very little brain substance surrounding the cyst cavity. An 
attempt to enucleate the cyst wall unsuccessful. The patient was then fairly 
well for about four years, when she had headaches and eventually developed ma- 
jor attacks of epilepsy again. The cyst area was tapped several times and finally 
an attempt was made to enucleate the cyst, but it had eroded into the descending 
horn of the lateral ventricle, making a connection between the cyst cavity and the 
entire ventricular system, so the wound was again closed. The patient then ex- 
perienced relief for nearly a year, but now has seizures again. 


If a child eseapes with its life and develops such a lesion it is a question 
whether one does well in trying to save it at the time of birth. Hence it is im- 
portant to determine what proportion of these children become valuable members 
of the community. The method of Payer of aspirating spinal fluid may be of use 
in determining the presence of blood in the upper spinal canal or posterior fossa 
of the skull. If there is great pressure on the bulb one might undertake some sur- 
gical procedure, but it seems to me that in supratentorial hemorrhage decompres- 
sion would not be very satisfactory, because of the situation of the hemorrhage 
which originates at the base of the brain. I recall one case in which for thirty 
hours there was rigidity of the right side, and after forty hours convulsive at- 
tacks and greater rigidity. An opening was made and a thin cortical clot found. 
This was followed down to the base and traversed the Sylvian fissure where the 
clot was massive and could not be evacuated. At autopsy there was found a great 
clot involving the entire base of the brain, beginning at the Sylvian fissure and 
extending to the posterior fossa and the spinal canal. By no operative procedure 
could one hope to overcome that condition. If one has a hemorrhage about the 
bulb with which to deal, the only thing to do would be a cerebellar decompres- 
sion to relieve the pressure on the bulb. 

In the spinal group I have seen only one child and this had sustained a left- 
sided birth palsy and complete paraplegia. I saw the child when it was five 
weeks old. The left brachial palsy had recovered, but there was complete paraple- 
gia, no reflexes, no sensation, and the sphincter control was lost, the abdominal 
muscles were completely paralyzed and also the intercostals, and sensation was 
absent to pinprick to the fourth dorsal segment. I should like to know what is 
going to happen to that child. With a transverse lesion at the fourth dorsal 
vertebra one would expect spastic rather than flaccid paralysis. Judging from 
adult symptomatology one must postulate a total ruination of the motor cells from 
the fourth dorsal segment downward. There could be no treatment for that 
child; it would always be a handicap to itself and to its parents. 


DR. ROYAL STORRS HAYNES.—I feel that a pediatrist can contribute to 
the discussion of these papers only his admiration for the work which they repre- 
sent and the new view which they disclose. Their effect should be to reduce the 
number of eases of this kind that come into the pediatrist’s hands. I am 
glad to have the question of asphyxia clearly defined. It has always been an in- 
definite diagnosis and its explanation on a mechanical basis clears matters up. 

In my opinion hemorrhagic disease without trauma must be a very infrequent 
cause. The infant enters life incompletely equipped as regards his ability to 
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coagulate blood. This is but one of a number of functions which require adjust- 
ment to extrauterine life. The demonstration of a prolonged coagulation time 
merely shows the underlying predisposition of the new born to bleed if an ex- 
citing factor be present. The other evidence of this predisposition, namely, the 
low blood platelet counts has long been known. In a few days after birth in 
most infants this count regains its normal proportion, unless there is an underlying 
disease which prevents it. 


DR. ROBERT L. DICKINSON.—The invaluable instruction concerning the 
physics of the brain under pressure greatly helps this renewal of interest in the 
mechanism of obstetrics. If every student learns skill in this and then adds the 
new points of tonight, plus slow extraction, then we shall save a large proportion 
of the 10 per cent of deaths due to breech delivery. Second, in regard to conver- 
sion of breech into head presentation, the new attitude is insistence on early ver- 
sion. The further along in pregnancy the snugger the fit, the less the likelihood 
of easy version. 

Of the utmost value is the novel finding that in postmortems we must study 
all spines. I hope Dr. Pierson, when he publishes his paper, will include an ac- 
curate description of his technic so that we shall know how a brain should be 
opened without confusing the findings. That cerebral hemorrhage is a very fre- 
quent cause of fetal deaths is a point new to the laity, one which has not been 
insisted upon, and it is especially important that people should know that a 
large proportion of hemorrhages into the brain occur and thus explain many 
fatalities in spontaneous or even easy births, supposed to be due to suffocation. 
We must now, by postmortum, determine whether the proportion of brain-injuries 
he mueh larger in skillful low forceps extraction than in spontaneous labors. 


DR. PIERSON (closing).—Dr. Dickinson has properly emphasized the necessity 
for establishing as nearly as may be an adequate technie for the demonstration 
of the lesions that have been discussed tonight. The following is my autopsy tech- 
nie: Midline incision from chin to pubis passing to left of naval. All organs 
of neck, thorax and abdomen examined in situ, removed, weighed and preserved 
in formalin and Zenker. All vertebrae exposed anteriorly and examined for luxa- 
tion and fractures. A posterior incision is then made from occiput to sacrum in 
the midline. Starting at the sacrum, the transverse processes are cut with bone 
forceps and the spinal cord examined throughout its length. The dura is then 
split longitudinally throughout its length. The complete cord is then removed in- 
closed in the dura and preserved in formalin. The scalp is then incised approxi- 
mately in the line of the coronal suture and the scalp reflected anteriorly and pos- 
teriorly over the entire skull. The anterior fontanel is punctured with a knife at 
its lateral margin so that bone scissors may be inserted. The bone and dura are 
divided parallel to the longitudinal sinus but at « safe distance from it posteriorly 
as far as the lamdoid suture and anteriorly as far as possible. The flap is then 
continued posteriorly along the line of the lambdoid suture and squamous suture 
and as low as possible on the frontal and parietal bones. Each hemisphere is then 
studied and removed separately. Then the tentorium is divided and the centents 
of the posterior fossa studied and removed separately. 


DR. CROTHERS (closing).—There are one or two points of obstetrical tech- 
nie which are of interest. If the fetal pulse becomes slow I should suppose the 
fetus was suffering from cerebral compression. Logically the speeding up of de- 
livery involves increasing this pressure. 


Dr. Bailey suggested that extension of the spinal column with its effects upon 
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spinal pressure occurred in head eases where forceps were used. To a certain ex- 
tent this may be true, but such extension would be limited to the neck. 


If the baby is suffering from subtentorial hemorrhage it is clearly not particu- 
larly useful to do a decompression. If the cortex is seriously injured, a decom- 
pression may save life but will not restore damaged cells. My inclination, en- 
tirely unsupported by experience, would be to do suboccipital decompression if 
subtentorial hemorrhage is recognized, on the theory that if successful it might 
save a baby whose cortex is capable of normal development. 


Lumbar puncture is logical if there is free communication between the spinal 
canal and the ventricles. The only cisternal puncture I have seen was unsuccessful, 
as hemorrhage had obliterated the cisterna. Also the medulla is apt to be dislo- 
eated downward if there is subtentorial pressure; thus exposing it to injury by 
the needle. 

As to the question of cord injuries, I have seen 14 or 15 cases mostly due to ex- 
traction, but I have only once seen a complete flaccid paralysis and here the cord 
was completely destroyed. The ones that are spastic are those in which there is 
a partial saving of the fibers, and if one may draw an analogy from the observa- 
tions made on soldiers, complete lesions do not result in spasticity; children with 
complete lesions are relatively flaccid though they may have lively reflexes. 

With regard to the question of hemorrhagic diseases in the new-born, Warwick 
and the Minnesota group pay very little attention to the mechanical injuries of 
the tentorium and fractured cervical vertebrae. Their findings are purely tentative 
and the same thing applies to them as applies to the supporters of the asphyxia 
theory. Their interpretation will stand only until enough autopsies are performed 
with adequate attention to ruptures to prove that injury can be ruled out. 


DR. RYDER (closing).—Dr. Bailey asked how many times external version may 
be performed on the same patient; and says that he makes it a rule to stop after 
the third time. He gives as a reason the danger of winding the fetus up in the 
cord. I would say that the fetus may be turned as often as it is necessary. I 
turned one four times with good results at birth. It is to be remembered that if 
the cord is wound around the fetus in turning, it will probably be unwound when 
the fetus turns back. Also that we are as likely to unwind the cord as to wind 
it when we do a version. In my series there was no difficulty from the cord 
around the neck of a fetus. 

Vertex deliveries in normal pelves are so much easier and safer than breech 
deliveries, and external version is usually so easy, that it does seem as though 
systematic effort should be made to convert breech presentations before labor. 


Nearly every obstetrician does it on his private patients, but so few publish their 
results. 


In this series of 49 viable fetuses under observation before labor all the fetuses 
were saved. This did not require great skill. On the other hand, I doubt if any 
obstetrician, however skillful, could have delivered all these 49 patients by breech 
deliveries and saved all the fetuses. At least if he could, he would have better 
statistics than any ever published, so far as I know. 


In the interest of a lower fetal mortality, then, I make a plea for more gen- 
eral prophylactic external version. 
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THE NEW YORK OBSTETRICAL SOCIETY 
MEETING OF FEBRUARY 13, 1923 


Tue Presipent, Dr. R. H. Pomeroy, tN THE CHAIR 


Dr. FraNKLIN A. DorMAN reported a case of Posterior Sacculation of 
Bicornate Uterus—Cesarean Section. 


Mrs. D. M., (Woman’s Hospital No. 14002 M.) age twenty-two, primipara, Rou- 
manian, of generally good physical development. External examination negative, 
except for scar of appendectomy four years before, otherwise previous history 
had been normal. Menses began at 12, and normal. Vaginal examination at the 
end of eight months showed the head in the brim of the pelvis. The labor began 
with rupture of membrane at term. The character of the labor was poor, with 
weak and irregular pains. After eight hours, the vaginal examination showed the 


OS CERVICI 


head well in the pelvis. The cervix was about 2 cm. in length and admitted 
only the tip of the finger. It was found more anterior than usual, at about the 
lower margin of the pubes. After ten hours of very poor first stage pains, the 
labor stopped for twenty-four hours. Castor oil was given to stimulate con- 
tractions, causing the resumption of weak irregular pains. Vaginal examina- 
tion nine hours later showed that the presenting part had advanced a little farther 
into the pelvis. The cervix had moved farther anterior and seemed higher, and 
could just be felt behind the symphysis. It admitted one finger. Abdominal 
cesarean section was done 35 hours after the onset of labor. 

The abdomen was opened by a 7 inch incision in the median line, with the 
central portion a little below the height of the navel. Small amount of free fluid 
present. The uterus was thin walled, covered with many large vessels. The head 
of the infant occupied a saceulation posterior to the cervix and extending well 
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down below the mid-pelvis. (Fig. 1.) From the left wall of the uterus, pro- 
jected a horn the size of a nonpregnant uterus. The uterus was incised and the 
child extracted. There was much free meconium. The uterus was then delivered 
from the abdominal cavity and the placenta and membranes removed. The child 
was normal and in good condition. 

The uterus was found to consist of two uterine cavities connected by a broad 
attachment to a common cervix. The right cavity contained the child. Each 
uterus contained a tube and ovary. The uterine and abdominal incisions were 
closed by three layer catgut sutures. 

Following the operation the patient had an irregular temperature from normal 
to 102.6° F. for nine days, apparently due to faulty drainage. She was dis- 
charged on the 20th day after operation in good condition. 

Bimanual examination at the follow-up clinic has shown the uterus well in- 
voluted, and the separation between the two horns can be felt. 


Dr. FRANKLIN A. DorMAN also reported a Full Term Ectopic Preg- 
nancy, with Living Child. 


Since reporting two cases of full term ectopic pregnancy with living children, some 
two years ago, a third case came under the care of the writer. 

Mrs. J. L., (Woman’s Hospital No. 13068) age twenty-five, applied September 
26, 1921, for prenatal care. Previous history negative. Menstruation began at 
15; regular, every 4 weeks, lasting 3 days, with occasional pain. One year pre- 
viously there had been a spontaneous early abortion. Her last normal period 
was March 6, 1921. Life was felt in June. ‘The expected labor was esti- 
mated to be December 13, 1921. She suffered from morning sickness continuously 
from the seventh to the 12th week. Her habitual constipation increased during 
pregnancy. Although there is no history of any attack of sudden abdominal pain, 
she had suffered for the past two months from abdominal pain which was increased 
by exertion. For the past month fetal movements had been very active. At this 
time the position of the child was noted as breech, with size of fundus (sic) 
seven months, fetal heart not noted. 

On October 14, she complained of intestinal disturbances. On November 18, 
the child’s position was noted as transverse. The time of gestation was estimated 
as eight and one-quarter months. 

On November 26 she entered the hospital. The pains commenced at 9 P. M. 
on the 27th. The position of the child was indeterminate. Three hours later a 
vaginal examination described the cervix as long, soft, with dilatation of one finger 
at external os and with the internal os closed. Ten hours later she was examined 
by the writer. The external os admitted two fingers. About one inch above this 
was an apparently rigid stenosis. The finger passed through this, and recognized a 
funnel shaped cavity about one inch long. At the end of this cavity, with dif- 
ficulty, something like a fetal part was reached. 

The patient had now been in apparent labor for twelve hours. The intervals 
hetween the apparent contractions were also painful, and abdominal rigidity was 
constant. Conspicuously felt to the left and above the navel was the head. Be- 
cause of the extreme rigidity of the internal os, laparotomy was decided upon. 
Ectopie pregnancy was suggested but its probability largely diseounted because 
of something felt with the finger inside the cervix. 

The abdomen was opened in the midline to the left of the navel by a six 
inch incision. The fetal sae was thus exposed, showing through it the presence 


. 
i 
i 
q 
¥ 
4 
q 
4 
; 
4 
4 


220 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


of meconium. The sac was incised and the child extracted. On the anterior sur- 
face of the sac were some omental adhesions which were ligated and cut. The 
emptied sac was lifted from the abdominal cavity. Its attachment was to the 
fundus of the uterus and the left broad ligament. The left broad ligament was 
clamped and removed, and also the uterus supravaginally, because of its intimate at- 
tachment with the sac. The right ovary and tube were left in. The stump of the 
cervix was sutured by interrupted catgut. The large arteries were individually 
ligated, and the peritoneal layers of the broad ligament closed over. The peritoneal 
cavity was then cleansed of blood and meconium, and the abdomen closed with 
layer catgut suture. 


The child was a male infant weighing seven pounds, thirteen ounces, cried 
promptly and when discharged on the sixteenth day, was in good condition, hav- 
ing gained eleven ounces after an initial loss of ten ounces. He was partially 
breast fed. There were no abnormalities except a slight asymmetry of the head. 


The patient’s recovery was uneventful, the highest temperature being 101.6° 
on the second day, with a pulse between 80-90. Healing was by primary union. 
She was discharged out on the 16th day in good condition. 


Pathological report._-The specimen is a large bluish sac, 20 cm. in diameter, 
to which the supravaginally amputated uterine body, measuring 7 x 7 x 5 em.,, 
is attached. The uterine mucous membrane is thick, looking like typical de- 
cidua. The sac shows many adhesions all over the surface, some of them from 
the omentum, and is of the usual typical structure of this tissue in many areas. 
Inside of the sac is a large full term placenta, 20 em. in diameter, and 14 em. thick. 
On the surface of the placenta, numerous cysts, up to 2 em. in diameter 
are found. The wall between the uterine cavity and the amniotic cavity at one 
point is very thin, almost membranous. The wall shows no opening anywhere 
into the uterus. The umbilical cord is 40 em. long, inserted very near the margin 
of the placenta, and shows numerous false knots. Six em. from the actual uterine 
body, an ovary, slightly inereased in size and containing numerous small follicular 
eysts, is attached. The tube is 12 em. long and is inserted into the sae 12 em. 
from the uterine body. It cannot be traced any farther, and is patent until it 
reaches the sac. 

On splitting the uterus, its cavity is 6.5 em, broad. The wall of the right 
horn (the side to which the large sae is not attached) is 1 em, thick. In the 
centre, it is 2 em. thick. The cavity has a convex cavity downward, to that a slightly 
two-horned uterus is formed. 

Diagnosis.—Full term abdominal pregnaney, following ectopie (tubal) or in- 
terstitial pregnancy. 


DISCUSSION 


DR. O. PAUL HUMPSTONE.—This specimen impresses me as being a preg- 
nancy arising in a rudimentary horn of the uterus which has gone through the 
rudimentary horn. The tube and ovary are partly attached to this sae on the 
outer side and quite away from the uterus. I have encountered a full term preg- 
nancy in a rudimentary horn of the uterus with no connection between the rudi- 
mentary horn and the uterus itself, and my vaginal examination of the patient 
was entirely similar to Dr. Dorman’s experience. In my ease I found a small 
uterine cavity with a thinned-out wall between it and the pregnancy sac. 

I would like to ask if the pathological report showed any uterine muscle fibers 
in this attenuated part of the sac. 


DR. FRANKLIN A. DORMAN.—TI do not think they were demonstrated. 
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DR. J. M. MABBOTT.—I think that the reader has been unnecessarily severe 
in his criticism of his own examination per vaginam and per os uteri, because 
after hearing the greater part of his report and hearing about the very thin 
wall of the uterus and the sae being practically membranous, I suspect that he 
really did get a finger against the fetal part which gave him the impression that 
it was an intrauterine pregnancy, although I am perfectly satisfied, of course, that 
it was not. I agree with Dr. Dorman rather than the last speaker that it was 
an ectopic pure and simple, tubal or interstitial, but think that wall now con- 
tracted in the specimen as received by the pathologist was thinner still in the 
living specimen, and for that reason probably your finger did come against some 
part of the baby, which was head upward, such as a knee or heel, or breech. 


DR. FRANKLIN A. DORMAN.—TI think Dr. Humpstone is quite entitled to 
his opinion. There is a question mark put after ‘‘interstitial.’’ The point is 
that the configuration of the uterus in the ectopic case seemed to be that of 
a bicornuate uterus. The pathologist described the thinning of the uterine wall 
next the sac. Undoubtedly there was some malformation, but it does look as 
though the development of the fetus was in the uterine tissue and something that 
eomprised the wall of the uterus. As there was a thin partition between the 
uterine cavity and the sac, it is quite possible there was a sensation of a fetal 
part against my finger. 

With regard to the saeculated uterus, I would be very much interested to know 
whether anybody here has ever encountered anything like it. A condition where 
the uterus is sacculated posteriorly at full term and the cervix has traveled way 
up behind the symphysis so you can barely reach it, is a great rarity. The only 
things that resemble it are cases ef ectopic where the child is in the broad liga- 
ment and has pushed the uterus up above the presenting part. 


Dr. George W. KosMaAxk presented the Report of a Case of Spontaneous 
Rupture in a Fibroid Uterus, with False Diagnosis of Placenta 
Previa. 


Mrs. D. L. (No. 82600) was admitted to the Lying-In Hospital in the early 
morning of January 26, 1923, with a diagnosis of placenta previa made by an 
outside physician. No definite history of the case was obtainable on admission 
except that the patient had been bleeding severely. Subsequently it was learned 
from the husband that she had been in labor for several hours when the pains sud- 
denly ceased. She had had four previous children without incident. The patient was 
seen by me about an hour after admission and I found a well nourished woman, very 
pale, restless, with a small thready pulse of about 120. She was apparently at 
term. There was a moderate bloody vaginal discharge and no fetal heart sounds 
heard. The patient seemed in a condition of shock from hemorrhage and the 
diagnosis of placenta previa which accompanied her admission slip seemed the 
most probable one to account for her condition. Preparations for immediate ex- 
amination under an anesthetic were made. The relaxed outlet permitted ready 
manual palpation of the cervix which was apparently fully dilated with a soft 
mass projecting from the lateral and anterior wall, which was assumed to be the 
placenta. Fetal head was high and not engaged. Immediate version and breech 
extraction were decided on. The left hand was passed along the membranes, both 
feet seized and brought down without difficulty; the head readily displaced up- 
ward and the extraction of the trunk together with the posterior and then the 
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anterior arm accomplished without undue force or traction. The head was en- 
gaged in the transverse diameter of the inlet and slowly brought down to the 
pelvic floor, then rotated and delivered without any trouble or lacerations. The 
patient bled very little at this time but an immediate attempt was made to extract 
the placenta, after which uterine tamponade was to have been done. Much to my 
surprise, the placenta was found on the anterior wall, low down on the left side 
and separated for about one-half its extent. It was easily extracted. The mass 
projecting from the cervix which I had assumed to be the placenta, was a soft 
fibroid. Further exploration showed that what I had accepted as a soft, fully 
dilated cervix was a very much lacerated cervix and the laceration extended into 
and through the lower uterine segment. The tear involved the broad ligament 
and a loop of intestine prolapsed during the manipulations. In other words, in 
place of a placenta previa, we were dealing with a ruptured uterus and a pro- 
jecting fibroid in the lower segment simulated closely a partially separated 
placenta. 

The question of further treatment resolved itself into following a conservative 
course. The patient’s condition of shock from hemorrhage precluded the pos- 
sibility of any good results from a hysterectomy; moreover all bleeding had ap- 
parently ceased. The uterus was accordingly packed with iodoform gauze and 
likewise the ruptured lower segment after carefully replacing the gut, and then 
the vagina was also packed. 

The baby was well developed, apparently full term; had been passing meconium 
freely and was dead at the time version was done. The placenta was large and 
thick with a dense clot covering about one-half of the maternal surface. 

The patient was immediately given a hypodermoclysis of saline solution and 
stimulated freely. She made prompt recovery from the primary shock but on 
the next day developed considerable distention of the upper abdomen, which, 
however, was relieved by gastric lavage. After the first twenty-four hours she 
began to get very restless and subsequently became delirious. The vaginal pack- 
ing was removed after the first day and a portion of the uterine gauze on the 
second day. The discharge was clean, watery, and without odor. Her general 
condition did not improve and she died on February 1st—four days after ad- 
mission, apparently from exhaustion. There was no evidence of any progressive 
sepsis. 


DISCUSSION 
DR. FRANKLIN A. DORMAN.—What was the mechanics of the rupture? 


DR. A. B. DAVIS.—I have not had any experiences of this kind. I followed 
this case along and know of Dr. Kosmak’s judgment in it, and at no time did 
it seem to him or to me that it was advisable to do anything other than what we 
were doing. The patient was in no condition to be operated on at the time she 
came in nor later. She had a better chance, it seemed to me, to get well without 
subjecting her to an operation. Ordinarily, I think that in rupture of the uterus, 
regardless of whether fibroids may or may not be present, out of a series of 
eases we will save more by immediate hysterectomy than by letting them alone, 
because in our early experience in the Lying-In Hospital we lost every case until 
we began to do hysterectomies, then we saved most of them. 


DR. KOSMAK.—I am not prepared to fully answer Dr. Dorman’s question. 
I do not know anything about the labor in this woman except the history we 
got from the husband. He said she had very active pains for several hours, 
which suddenly ceased and I can only imagine, as it was a good sized baby and 
the patient was a good strong woman, that the head was forcibly driven into this 
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lower uterine segment which simply did not, after reaching a certain stage, ex- 
pand as it should. 

The development of fibroids in pregnant uteri is a subject which has not been 
given sufiicient attention. We do not know just why this hypertrophy should take 
place, but in many instances the tissue which makes up the fibroid is struc- 
turally very much like that which makes up the body of the uterus and there is 
simply, as near as we can make out, not long enough circulation to take care of this 
rapid growth of tissue. Consequently, it becomes starved and is subject either 
to necrosis of some kind or the uterine wall is so weakened that it cannot re- 
sist the ordinary force of the uterine contractions. These should be equally distributed 
in a uterus that is uniformly of the same structure throughout, but where part of 
the wall is evidently weakened by the excess growth of such tissue as we find in 
these rapidly growing tumors, inequality in the application of the forces, may 
bring about a rupture of the organ. I have no other explanation to offer. 


Dr. WiLuIAM P. Graves, of Boston, (by invitation) presented a paper 
entitled The Olshausen Operation for Suspension of the Uterus. 
(For original article see page 137.) 


DISCUSSION 


DR. F. C. HOLDEN.—I have seen Dr. Graves do the Olshausen operation, as 
described on the type of case which has always bothered me, namely, an anteflexed 
retrocession, the kind of case we used. to dilate and put in a stem, with the re- 
sult that the patient would be better for several months and then have a return 
of the old symptoms. Since then I have treated all cases of this type by dilatation 
and stem, plus the Olshausen, with uniformly good results. The operation is the 
simplest thing imaginable. The results are that of the Gilliam without any trauma 
or possibility of adhesions. In our experience it does all that Dr. Graves says. 
We have used it 98 times in the last year at Bellevue Hospital and we have yet 
to record a failure. In one case done in a hospital where I was not sure of the 
asepsis, an infected wound had a sinus leading down to one silk suture, which 
three months later was discharged and the wound healed spontaneously. We feel 
one should individualize. There is no one operation which has been devised or 
which will be devised that will cure all types and conditions of cases. Those of 
us who have never had the misfortune to devise an operation to which our name 
has been applied still feel that there must be individuality; that this operation 
does not meet the requirements of every case. I have not utilized it as extensively 
in prolapse as has Dr. Graves. I have used it more for retrocession, anteflexion 
and retroversion without recording any dystocias or intestinal obstructions. No 
failures have thus far been noted. In my estimation it is the best operation for 
a large percentage of cases. 


DR. HOWARD C. TAYLOR.—So far as the Alexander operation is concerned, 
it is an operation I have never performed and so have no personal experience 
with it. This operation does not seem to be mechanically sound for the reason 
that he has given because the suspension is more or less from the side and not 
the direct suspension such as that obtained with the Gilliam or the Olshausen 
operation. I differ from Dr. Graves in the value of a ventral fixation, by which 
I mean not a suspension of the fundus of the uterus to the abdominal wall, but 
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a definite ventral fixation. Of course one must have a case that is not going to 
have more children, for no one would think of doing a ventral fixation on a 
woman who is likely to have more children. In those cases in the childbearing 
age, either of prolapse or retroversion of the uterus, I do the Gilliam operation 
more frequently than any other and I am not convinced by Dr. Graves of the 
advantage of the Olshausen over the Gilliam operation. As regards intestinal ob- 
struction, I think the risk of intestinal obstruction is greatly overestimated. We 
must bear in mind that in ventral suspension, the Gilliam and the Olshausen opera- 
tions are done very frequently, probably more frequently than any other operation, 
and I believe if intestinal obstruction toak place frequently we would hear of it. 
The actual number of cases of intestinal obstruction reported is smal]. You ean 
get it after any abdominal operation. It seems to me that the risk of intestinal 
obstruction from a suspension operation is not sufficient to abandon the procedure. 

As to trauma of the peritoneum I do not think there is more trauma to the 
peritoneum in doing a Gilliam operation, than there is in doing an Olshausen 
operation. I do not draw the ligament through the fascia in doing the Gilliam 
operation, but suture it to its posterior surface ordinarily through a transverse 
incision. The silk ligature used in the Olshausen operation probably causes as 
much trauma as drawing the round ligament through the peritoneum. 

Regarding the cystocele that goes with many cases of prolapse, I do some 
type of displacement of the bladder, freeing it from the uterus and attaching 
it higher on the uterus so as to be more certain of its eure. I would not rely 
entirely on the fascia. 


DR. DOUGAL BISSELL.—If a stranger should come into this assembly and 
hear our conclusions concerning our favorite surgical procedures, his judgment 
would, I believe, be that either our wish was father to our thought, or any one 
of the operations advocated was equally applicable to any one or combination of 
operations under consideration. 

There are but few of the almost innumerable operations devised for the corree- 
tion of retroversion that are based upon mechanical principles simulating those 
which originally controlled the organ involved. Of the many that are open to 
criticism, I think Kelley’s fixation, Olshausen’s, Coffey’s, Baldy-Webster’s and 
Gilliam’s stand in the first rank and in order mentioned. 

It is a fact that many procedures which will prevent the corpus from occupying 
the posterior culdesac may furnish relief to the patient, who has been a sufferer 
from the nerve racking pathology involved in retroversion; and the gratitude ex- 
pressed by the goodly proportion is enough to make the operator feel that he has 
a means at hand to master the situation. 

The average surgeon is either too busy, or fails to recognize the importance 
of analyzing his results. He is satisfied to form his conclusions from the favor- 
able cases he may personally examine or hear from indirectly. 

We therefore grant that practically all operations for the correction of retro- 
displacement meet with success within certain limits. I have not been satisfied 
to accept the limitations imposed by the various popular procedures and refuse to 
put in practice any operation which will substitute one abnormality for another, 
unless it be the only way to furnish relief. 

It is my opinion, based upon a considerable experience and opportunity to 
follow closely my results, that the corpus can be restored, permanently, to its 
normal position with the least possible changes in anatomical relationship or 
variations from the normal. 

What are the mechunical principles involved in such a procedure? How is the 
uterus supported and how is the normal position maintained? Whether the 
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corpus is anteverted or retroverted, the structures which support the uterus re- 
main constant with respect to the particular function of support. What is the 
primary supporting structure of the uterus? It is that strong fascial structure 
in which the cervix is embedded, which radiates laterally and is attached to the 
bony frame work of the pelvis. In retrodisplacement the function of this struc- 
ture is not seriously impaired, as is evidenced by the fact that the standard posi- 
tion of the uterus can be re-established and maintained without resorting to 
surgical work upon this structure. This restoration may be accomplished by 


procedures upon the round and broad ligaments which nature utilizes under normal 
conditions for a similar purpose. 


The round and broad ligaments are so situated as to limit the corpus in its 
normal excursions, i.e., towards the sacrum as the bladder fills, and to assist in 
normal restoration of position when the bladder is being evacuated. The utero- 
sacral ligaments act in a similar manner but to a lesser degree. The round liga- 
ments and the upper portion of the broad ligaments are attached to the ex- 
tremity of the long lever or corpus—while the uterosacral ligaments are attached 
to or near the pivotal point. From a mechanical standpoint, therefore, the round 
and broad ligaments are the logical tissues to be utilized in the correction of 
retrodisplacement of the corpus. As it is an accepted principle that peritoneal 
union is never a stable union—and yields when traction is made upon it—the 
shortening of these ligaments should never be accomplished by the folding of 


them and the union of their peritoneal surfaces, but by the union of their raw 
surfaces. 


In reconstructing these ligaments the point of uterine fixation and pelvic 
anchorage should not be changed, also they should be recreated uniformly strong 
throughout. In my operation I attack both the round and broad ligaments, 
without changing the points of anchorage on the uterus or pelvic areas; and 
shorten them by the removal of excessive tissue between these points and su- 
turing the raw surfaces in such a manner as to reinforce or strengthen this middle 
portion. 

When the round ligament becomes overstretched and fails to function, this fail- 
ure is not because one point of anchorage is weaker than the other as is com- 
monly supposed, but because the tissue between becomes overstretched, and loses 
thereby its power of muscular action. 


I am unable at this moment to make a definite statistical statement but be- 
lieve I approximate the truth when I state that the number of recurrences have 
been extremely few and those have been the result of an improper application of 
the technic. A failure was observed in my return clinie this week. But this 
failure was the outcome of work done under conditions not ideal for the technic 
employed, namely, the broad ligaments were injured by an inflammatory process 
involving the tubes and incidentally the broad ligaments. I have yet to see a 
single case recur after labor and I have had labor follow the operation as many 
as three times. 

I have studied the normal and abnormal positions of the uterus by lateral 
x-ray pictures with an iron stem inserted into its canal. I have been able to 
determine its normal changes under the influence of bladder distention and its 
limitations of motion after the ligaments have been shortened. 

With regard to the application of Olshausen’s technic for the cure of 
cystocele or rectocele, it is beyond my imagination to conceive of its success. Cys- 


tocele and rectocele are separate and distinct entities and demand individual sur- 
gical procedures. 
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DR. RALPH H. POMEROY.—I cannot let this opportunity pass without re- 
ferring to the procedure which has been so consistently carried out and so relied 
upon by our late friend and councillor, Dr. L. Grant Baldwin, whose efforts to 
suture the anterior vaginal wall after the fashion of Emmett produced certainly 
an artificial strap or ligament across the vagina that does in many cases exactly 
what Dr. Graves has been advocating, that is, raising the pivotal point of the 
uterus at a level of the internal os to a higher level in the pelvis. While many 
of us perhaps are not truly conversant with the technic of Dr. Baldwin’s pro- 
cedure and many have heard it damned with faint praise, I still hope that some 
one will carry on sufficiently to prove in the long run whether it is as useful 
as he thought it to be. 


DR. GORDON GIBSON.—I think a good many of us can agree with the prin- 
ciple that the attempt to suspend the uterus when retroverted by the round liga- 
ments is faulty, and that we must agree sooner or later that it must be a sus- 
pension rather than a drawing forward. I do not believe many of us will agree 
that you can cure a prolapse by suspending it. I am convinced from seeing Dr. 
Baldwin’s work and from the cases that I have had the opportunity to do, that 
it is possible in a very large percentage of cases to cure prolapse by plastic 
operation. 

The only trouble with Dr. Baldwin’s proposition is that it is a difficult op- 
eration to do. The principle is the same as that in the Fothergill operation, the 
same as in Dr. Bissell’s operation, the same as that in Dr. Rawls’ operation, 
namely, using the pelvic fascia, bringing it forward as a sling in front of the 
cervix. The only difference is in the way that the points of the pelvic fascia are 
approached and held together. It is, as you know, simply a modification of the 
old Sims’ operation, the modification being that instead of relying on the mucous 
membrane and sewing up these areas it is a deep stitch with silver wire into the 
pelvic fascia beside the cervix. 

A great many of these women who have passed the menopause have a small, 
atrophied uterus, and it does not take very much to hold the uterus up in 
these cases, and in prolapse the lesion is not uterine at all, but, as Dr. Graves 
pointed out, it is a stretching of all the pericervical tissues, and anything which 
will take up the slack of the pericervical tissues should cure the prolapse. 

I would like to call attention to the point which almost everybody has lost 
sight of, that Dr. Graves does not depend on the Olshausen procedure exclusively, 
in cases of prolapse but does plastic work on the cystocele and rectocele. The 
question is, is it worth while to suspend a small atrophic uterus in some of these 
eases where it can be supported from below? 


DR. H. B. MATTHEWS.—I have done a great many Olshausen or, modified 
Olshausen operations, modified in the sense substituting No. 2 twenty-day 
chromicized catgut, for the silk ligature in very much the same way as Dr. 
Graves has described, with the exception of catching hold of the round ligament 
with an ordinary mouse-tooth forceps and scarifying the ligament at the place 
around which the ligature passes and passing the chromic catgut about in the 
same manner, tying it on the inside. I think that it has many advantages over 
the Gilliam operation for the reasons that Dr. Graves brought out. 

I have never seen intestinal obstruction following any suspension operation. 

The cases in which the Olshausen operation is used, I think, have to be divided 
into whether or not they are going to bear children. In those that are not going 
to bear children the method I have just deseribed and the method Dr. Graves 
described work very nicely. I do not know of any operation for suspension that works 
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as well. In the cases at the menopause or past the menopause in which I have used 
the silk ligature, I would say that I can distinctly remember 6 cases of complete 
prolapse, in one of which the cervix was out six inches. One woman, now 45 
years old, had plastics below and the uterus drawn well up from above and fixed 
half way to the umbilicus with the silk, has had no recurrence and has a good 
deep vagina at the present time. I examined her not more than two months ago. 


It seems to me that there might be certain cases operated upon exactly ac- 
cording to the technic that Dr. Graves described, that might become a fixation 
and consequently cause trouble during labor. I have delivered several cases, after 
the Olshausen operation as I do it, and have had no trouble with the deliveries. 


One sees recurrences after any suspension operation, regardless of whose 
method is used. I recently examined a woman who had a recurrence after a 
modified Olshausen, not the Olshausen Dr. Graves described. 


Of course, any operation for prolapse from above must have plastic repairs 
from below. Dr. Graves did not mention that, but I take it that he, of course, 
intended to say that very complete plastic repairs be done as the first step in 
the operation. In the six cases of complete prolapse in which I did it, four of 
them have since been examined and the result in each instance is good, and 
there is practically no descensus. The other two cases I have not been able to 
follow up. 

In regard to pregnancy after the Olshausen operation, there has been no 
dystocia, that I am aware of, due to this form of suspension. 


DR. C. G. CHILD, JR.—-I have never thought favorably of trying to cure one 
pathological condition by converting it into another, unless I was pretty sure that 
the second was not as serious as the first. The uterus is primarily a pelvic organ, 
and to bring it up out of the pelvis and suspend it to the abdominal wall, is 
taking a liberty with an organ that I feel myself I would prefer to avoid. I 
cannot feel convinced that a suspension operation which suspends the uterus from 
a new location on the abdominal wall so far from its normal habitat can be 
anatomically or surgically correct. I have therefore limited my operation in this 
condition to the shortening of the round and uterosacral ligaments. My ex- 
perience leads me still to believe that this is as near the ideal as we have today. 
Of course in the more advanced types of prolapse plastic work is necessary in 
rectocele eases to obviate the mechanical factor which in many instances is 
responsible for the retrodisplacement; that is, the tugging of the rectocele on 
the posterior wall of the uterus which draws it down into the axis of the vagina. 
I agree with Dr. Graves that such plastic work should be done where indicated. 

Cases beyond the childbearing period, where the uterus has assumed only a 
secondary importance, are better treated by operation from below as this is at- 


tended with less surgical risk and for these cases I prefer the high ventral fixation of 
Diihrssen. 


DR. WILLIAM P. POOL.—It is probable that there are as many opinions on 
this subject in this room as there are persons present, which is pretty good evidence 
that the ideal procedure for restoring a displaced uterus has not yet been devised, 
and that those in use do not fit every case. 

In the consideration of operative treatment, I think that uterine displace- 
ments should be placed in two distinct classes; simple retroversion, and procidentia. 
In the former condition the Olshausen operation has proved itself of value, as 
have also the other intraabdominal suspensions which have been mentioned. But 
in the latter, it is also necessary to consider those structures which normally 
maintain the uterus at its proper level in the pelvis—the parametrial connective 
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tissue, and in a lesser degree, the uterosacral ligaments. In every case of down- 
ward displacement of the uterus these structures are fouund to be torn or over- 
stretched and attenuated, and no operation for prolapse which does not take into 
account the restoration of these supports can be considered ideal. 

Both theoretically and from experience, I feel that it is not wise to depend 
upon any of the round ligament suspensory operations for the cure of procidentia. 
Since the round ligaments are inserted into the anterior aspects of the fundus, 
when these structures are utilized for ventrosuspension, the anterior face of the 
uterus is brought into apposition with the abdominal wall, and normal anteversion 
is not affected. Bearing in mind that when the woman stands upright the uterus 
should be nearly horizontal, it is obvious that such a suspension carries it many 
degrees out of its normal axis. Therefore intraabdominal pressure which should 
be exerted upon the posterior surface of the uterus, is brought to bear directly 
upon the top of the fundus, or in part upon its anterior face, and is constantly 
acting to push the uterus downward from its new attachment. Recurrences of 
prolapse that I have had after using the Olshausen and other round ligament 
suspensions, have been due to the stretching of the false ligament formed, or to 
elongation of the uterus itself. 

Neither does it seem to me wise to depend upon uterine suspension for the cure 
of even moderate cystocele, since downward displacement of the bladder is due 
not only to the descent of the uterus, but also to injury and weakness of the 
anterior vaginal wall which are commonly associated with it. A plastic which 
replaces and fixes the bladder at a higher level, and which also obliterates the 
space occupied by it in its prolapsed position, is usually necessary. 


DR. GEORGE W. KOSMAK.—When the matter of inviting the guest to one of 
our meetings came up in the discussion of the Council, there seemed to be a cer- 
tain tendency on the part of the gynecologists to claim that the obstetricians had 
had too many hearings in the meetings of this Society and that the gynecologists 
should be given a chance to air their views. It is quite evident that the Council 
has made a success of its choice because we have had more airing of views on 
this occasion than we have been accustomed to. 

I think from the unanimity in expression, or lack of expression, on the part 
of the obstetricians present that either they are in entire agreement with what 
has been said by the essayist, or else they feel they do not know enough to dare to 
discuss it. 

I am pleased to note on the part of the gynecologists present that they are al- 
ways considering the obstetrician in doing these operations and the bringing of 
pregnancy to a successful termination, which seems to be the cardinal point in 
the operation. From the standpoint of the obstetrician I am glad to acknowledge 
that this is borne in mind when we see all sorts of cases come to the delivery table, 
and unless the uterine wall is put in some impossible position, such as under the 
bladder, these women manage to come through usually with a little trickery on 
the part of the obstetrician in dilating a very much stenosed cervix, or if he can- 
not dilate it by cutting it, or if he finds there is an inertia and the woman does 
not dilate on account of some other ‘‘palliative’’ operation, he can always do a 
version and get a living child. So the obstetrician is apparently not in such 
an unhappy predicament because the gynecologist has devised innumerable op- 
erations for ventral suspension—he seems almost invariably to find a way out in 
a subsequent pregnancy. 


DR. HERMAN GRAD.—I have never done the Olshausen operation. When 
IT began to study the subject of suspension I found there were no less than 80 
different operations devised, and that they fall into four distinct groups. The 
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first group are those that simply have the suspension operation of Kelly; that 
is to say, a peritoneal adhesion operation, with a large number of failures. The 
second group are those that are typified by the Wiley-Mann operation, where the 
round ligaments are simply plicated. They have a large number of recurrences 
of the retroversion. The third group are those typified by the Gilliam operation 
and the Simpson and Mayo modifications. These operations have a very large 
number of suecesses, but they are open to criticism because they create abnormal 
conditions in the peritoneal cavity. There is the fourth type of operation for 
retroversion which stands by itself, namely the Bissell operation, which I believe 
is the best operation that has been devised thus far. However, it is a time con- 
suming operation and takes a great deal of skill to do it. 


The Olshausen operation never appealed to me, it creates abnormal conditions. 
The operation that I devised creates no abnormal conditions in the pelvis. I 
rely on the round ligaments and uterosacral ligaments in the operation for re- 
troversion of the uterus. The operations can be done rapidly, they do not create 
anything abnormal, and certainly give excellent results, 

I have studied 100 cases of retroversion done by this operation. The round 
ligaments are shortened by splitting the broad ligament and burying the super- 
fluous portion of the round ligaments into it. It is a subperitoneal shortening of 
the round ligaments, and it gives most excellent results. The uterosacral ligaments 
are also shortened. 

I was very much interested to note that Dr. Graves puts the prolapse and the 
retroversion cases together. I believe they are distinctly different types of cases, 
and I am rather interested to note the large number of successes he gets by 
simply suspending the round ligament. In my experience I have failed to get re- 
sults with the round ligament operation in prolapse cases. The prolapse cases di- 
vided themselves into two classes, the partial and complete prolapses, and are 
treated along different lines. A great many of the cases of complete prolapse 
require hysterectomies. I feel that in many prolapse cases the round ligament 
should also be shortened after the plastic operation. I find, however, that if I do 
a combined operation, that is a plastic on the cervix and anterior wall, and then 
open the abdomen, I get a greater morbidity. If I can avoid this double operation 
I do so in many cases. 


DR. GRAVES (closing).—I am gratified that at least two of you look upon 
the Olshausen operation favorably. 


I agree with what Dr. Taylor has said regarding fixation of the uterus after 
the menopause. I am accustomed to do this operation in connection with the 
Olshausen’s operation after the menopause, first scarifying the fundus, 


I think you have misunderstood me somewhat regarding plastic operations on 
the vagina in connection with suspension of the uterus. All our cases receive 
extensive plastic operations, the cervix is repaired if necessary; if there is elonga- 
tion and attenuation a high amputation is performed. 


The cystocele operation which we employ I will not take the time to deseribe 
in detail; suffice it to say that an extensive dissection is made at the sides and 
the fascia is brought together in front in a manner somewhat similar to the prin- 
ciple used by Dr. Baldwin. We do not however consider that the cystocele is 
cured without the suspension of the uterus, thus elevating the pivotal point. 

In answer to what Dr. Matthews said with regard to statistics of the Olshausen 
operation I would state that this is my first detailed report, although I have 
recommended the operation in my book. 
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OBSTETRICAL SOCIETY OF PHILADELPHIA 
MEETING ON MARCII 1, 1923 


THe Presipent, Dr. T. ParKE, IN THE CHAIR 
CASE REPORTS 


Dr. Puiwie F. WILLIAMS read the histories of Two Cases of Tuber- 
culosis of the wudemeteiom, and One of a Very Unusual Early 
Double Ovum Twin. 


Case 1.—Mrs. N., age twenty-eight, white, married, admitted to the Gynecological 
Service of the Presbyterian Hospital, October 18, 1922, complaining of pain in 
the lower abdomen. She stated that the pain had begun six months before and 
that soon after its onset she had a curettement. There had been no change 
in her normal menstrual eyele. Three pregnancies had resulted in two full term 
children and one miscarriage at four months’ terminated the last pregnancy about 
a year before admission. Operation October 22, 1922, showed bilateral pyosalpinx, 
adherent retroflexion of the uterus and chronic appendicitis. Supravaginal ampu- 
tation of the uterus with removal of both tubes and ovaries and the appendix was 
performed. The tubes, intestines and uterus showed the presence of many tubercles. 
Pathological examination of the specimen showed tuberculosis of the tubes and the 
myometrium and endometrium. 


CASE 2.—Mrs. W., age forty-four, white, married, admitted to the Gynecological 
Service of the Presbyterian Hospital, November 26, 1922, complained of menor- 
rhagia. Her menstrual cycle had been irregular for two years, being excessive 
and with shorter intervals and on many occasions clots of varying size had been 
passed. Married eleven years, sterile. Physical examination showed some moist 
rales at the left apex. There was a slight epitrochlear and cervical adenitis. Curet- 
tement under gas-oxygen on November 28, 1922, removed endometrium which was 
reported by the pathologist as showing tuberculosis. There was marked hyperplasia 
of the endometrium, especially of the glands. The glands were somewhat irregular 
in outline. Some piling up of the lining epithelial cells, but no breaking through 
the basement membrane. A few tubercles and an occasional giant cell were seen. 

Tuberculosis of the endometrium is rated as being second in frequency in the 
pelvie structures, tubal infection only exceeding it in frequency. The specimens 
show clearly the tubercle formation and the histories show the widely variant mode 
of onset, one in conjunction with widely spread tuberculosis of the peritoneum 
and pelvie structures, and the other an infection probably spreading from a pul- 
monary lesion. 


CASE 3.—This specimen was removed from the uterus after supravaginal ampu- 
tation. The patient a Polish woman, aged twenty-four years, had had two children 
at term and no miscarriages. Her menstrual cycie had been regular after the 
birth of the last child. On January 12, 1923, being four days overdue, she injected 
a mixture of turpentine and soap suds into the vagina and possibly into the cervix. 
This was followed by intense abdominal pain, some bleeding and a condition of 
shock. She was transferred to a hospital, and treated for the shock. After some 
days the pain became less, the bleeding ceased and bimanual examination showed 
a retroflexed and adherent uterus and marked tenderness of the adnexa. It was 
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believed that the patient had either aborted or was not pregnant. Supravaginal 
amputation of the uterus with removal of both tubes and ovaries was done. On 
opening the uterus a decidual sac was found. This was sent to the Carnegie Insti- 
tute of Washington, Department of Embryology, and Dr. George L. Streeter, the 
director, reports that it is a specimen with double twin ovum of probably more 


than four weeks, developed normally and that a spontaneous abortion would doubt- 
less have resulted. 


DISCUSSION 


DR. BARTON COOKE HIRST.—I once saw an interesting case of a woman 
delivered at term in the University Hospital, who developed symptoms of infection. 
Exploration of the uterus on account of its unusual size and curious character of 
the discharge revealed a large quantity of thick grayish exudate, which was found 
to be due to tuberculosis of the endometrium with enormous hyperplasia of the 
decidua. The woman died within a few days after the onset of the symptoms, be- 
tore I received the pathological report. If I had had the report earlier I think I 
would have done a hysterectomy. The woman died I think of sapremia from the 
enormous necrotic mass in the uterus. 


I learned at a recent visit to the Carnegie Foundation for Embryology in Balti- 
more that they were able to state as the result of observations on 4000 specimens, 
that the average retention in utero after embryonal death was six weeks. In re- 
viewing clinical cases before and since it appears that this statement is borne out 
by practical experience. The symptoms of the average abortion would indicate 
the death of the embryo on an average six weeks before its expulsion. The at- 
tempted preventive treatment therefore, in the majority of cases of so-called 
threatened miscarriages must necessarily be futile. The embryonal death is evi- 
denced by the first visit of symptoms which continue till the dead ovum is ex- 
pelled ‘or extracted. Is not this fact also an argument against the expectant treat- 
ment of all abortions? 


DR. EDWARD A. SCHUMANN.—I have the impression that in and about 
Philadelphia, at least, pelvic tuberculosis is being seen less frequently. That im- 
pression cannot be supported by statistics because I have made no research re- 
cently but a series of cases studied some eighteen years ago, revealed the fact 
that in some 200 pus tubes studied at the Gynecean and University Hospitals, the 
eases being from the service of Dr. Baldy, Penrose and Beyea, 17 plus per cent of 
all purulent tubes showed evidence of tuberculosis if serial sections were made. We 
must bear in mind that tuberculosis of the tube is at times extremely focal. I 
have made sections of tubes and found a tuberculous area occupying half a centi- 
meter and the rest apparently free from infection. In accord with Dr. Williams 
I feel we do not get many reports of tuberculosis from the laboratory in recent 
years. 


DR. F. HURST MALER.—I operated upon a similar case some years ago. It 
was a fibrous uterus the size of a child’s head, which unfortunately for the patient 
was not diagnosed until after its removal. I say unfortunately for the reason 
that a large cigarette drain was left in with the result that a fistulous tract re- 
mained which never closed and which I also believe was largely responsible for the 
woman’s death some six months later. 


It is astounding the amount of tuberculous pathology that the individual gets 
rid of, providing it is uncontaminated by other organisms. I saw a patient the 
other day whom I had operated upon several years ago for tuberculosis of the 
uterus, tubes and ovaries, and right parametrial tissue. So extensive was the in- 
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volvement that on the removal of the mass, the ureters and pelvie vessels were 
uncovered and the bladder, which was thickened and adherent to the uterus, was 
broken into. The cervix was left to reinforce the sutured bladder wall and the 
abdominal cavity closed without drainage. The patient had a stormy convalescence 
but made a good recovery. A week ago she was in better health than she had ever 
been and had gained forty pounds in weight. A careful pelvic examination failed 
to show any evidence of disease. The cervix was small and mobile. It was 
similar to the ones we so frequently see following a subtotal hysterectomy for fibro- 
myomata, 

Our present splendid results in the treatment of tuberculosis of the genital 
organs are undoubtedly due to the facts that we know it is not an infrequent disease 
and recognize its occurrence earlier and that we do not include drainage as a 
part of our operative technic. 


Dr. Cottin FoutKrop presented a paper entitled A Modification of 
Axis Traction Forceps. 


For the individual operator each forceps devised offers some difficulty. 

With instruments that fit the hand an operator can do much cleverer work. 

In the existing forceps there have been some few points which in my ex- 
perience have needed correction. 

First—The shanks of the Simpson foreeps are unnecessarily broad and _ will 
often start the cracking of the mucous membrane of the perineum before traction 
ean be performed. This alone can be avoided by cutting the perineum. 

We believe that many of the lateral vaginal tears are started by the pressure of 
these wide shanks against the wall just under the bladder. 

We have found no better cephalic curve than that of the Simpson forceps and 
with such a curve and the shank attached as in the Tucker-McLean foreeps we 
have secured in our opinion a safer instrument. 

The lock of existing axis traction forceps is a snare and delusion and impos- 
sible to close quickly and always in the road. We have therefore used a large 
button to hold the notch of the second blade and have placed on top of the shank 
a lock with a shoulder on both sides which ean he used in somewhat the same 
fashion as the Elliott set screw to prevent active pressure on the child’s head. 

The traction bar as used on the Dewees foreeps has given me very good results. 


This forceps has been in use for over a year and has solved some of my prob- 
lems of forceps delivery. 


DISCUSSION 


DR. B. C, HIRST.—I know the Dewees forceps very well as I helped Dewees 
to design it. In fact the main features I may claim to have suggested. The first 
model he brought me was so imperfect that I refused to recommend it. There 
was no provision for oblique application. I showed him how this defect could be 
remedied and then much to my chagrin, he patented the idea. If the instrument 
makers had correctly copied the instrument I lent Dewees it ought to be a perfect 
reproduction of the Simpson forceps and ought not to inflict injury on the fetal 
head. I lent Dewees the Simpson foreeps T bought in Vienna from an instrument 
maker who had received the model from Sir James Y. Simpson. The lock on the 
original Dewees is awkward and is, I am glad to remember, a part of the forceps 
I did not suggest. 


DR. NORMAN L. KNIPE.—I think that is a distinct advance over the shank 
of the ordinary Dewees or Simpson forceps and I am perfectly sure that it is 
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going to be the last improvement used on forceps because the next generation is 
going to do version for every malposition of the head for dystocia or obstruction. 
I am perfectly sure of that because we won’t need any forceps. 


DR. RICHARD C. NORRIS.—I may say that I have a Dewees forceps with a 
similar lock, except it has no shoulders. I had the old lock taken off and replaced 
with a lock like that on the Tarnier forceps. My trouble with the Dewees lock 
is that it repeatedly tears gloves. As a matter of fact the less one uses the 
compression lock the better. Now as to the shaft of this instrument and its re- 
duction in speed and to ironing out the vagina. The latter is a term describing 
submucous lacerations of the vaginal outlet. Dr. Foulkrod has spoken of tears 
beginning at this point and going backward; it is a belief that these tears begin 
above and come down. I have never observed traumatism from the shank of even 
the Simpson forceps. There is danger of putting on the forceps too soon and of 
pulling too quickly and thus tearing the upper third of the vagina. It is regarded 
as a great safeguard to the lower third and outlet to do a central episiotomy. I 
never deliver primiparae with forceps without doing this operation if injuries of 
the outer or lower third of the vagina seem imminent. That does away with pro- 
ducing trauma by the forceps at the outlet. I don’t believe any man can iron out 
the vagina in a reasonably short time and have the baby’s head come through with- 
out lacerations of fascia and muscles under the mucous membrane. Nature does 
not do it. How can we improve upon her more gradual process? The cutting 
operation is more scientific, so I think the point Dr. Foulkrod has made about not 
producing traumatism is a questionable one. The lock is an improvement on the 
sliding groove arrangement on the latest model and I practically do without a lock 
in most cases. In the Simpson forceps we do not liave any lock. Difficult forceps 
cases now are almost entirely posterior occiputs. A great deal of skill and ex- 
perience is required in many of such cases. They are perhaps the most difficult 
foreeps operations encountered since we have an abandoned high forceps applied to 
the unmolded and partly engaged head at the pelvie inlet. 


Dr. B. C. Hirst presented the following case reports: (1) Unusual 
Hydronephrosis with a Pyelogram of the Other Kidney. (2) Uterus 
Bicornis Duplex with Enormous Unilateral Hematocolpos from Re- 
tention of Menstrual Fluid for at Least Seven Years. 


CasE 1.—Mrs. R., Age twenty-five; married fifteen months; never pregnant. 
Menstruation normal. Chief complaint, pains in lower abdomen and back; worse 
on left side; not constipated; urine normal; swollen abdomen. Examination showed 
a left-sided cystic tumor extending from four fingers above the umbilicus to the 
pelvis, reaching considerably past the median line to the right of the abdomen. 
The diagnosis was ovarian cyst but at the operation it proved to be enormous 
hydronevhrosis. The kidney was reduced to a mere shell with walls not an eighth 
of an inch thick. It seemed useless, therefore, to conserve it and it was removed, 
by a transperitoneal nephrectomy. The other kidney has since proved perfectly 
competent. 


CasE 2.—Mrs. N., August 29, 1922. Age twenty; married one year; pain on 
first menstrual day. First noticed pain between 18-19 years, with two severe ex- 
acerbations in June and July; the last supposed to be due to electric fan on a 
hot night at and after period, about August 19, during period, three days before 
entering hospital, pain disappeared. Operation disclose< a uterus bicornis duplex; 
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hematocolpos in atretic vagina of right side; no distention of either uterine cavity. 
Fundus of both horns excised with interstitial portion of tubes; latter fixed to 
posterior wall of uterus (artificial sterility), hematocolpos evacuated of a quart 
of menstrual blood; thoroughly washed out; opening sewed to abdominal wall; 12 
days later lower end of right vagina opened; sinus in abdomen allowed to close; 
vagina drained for five days. Examination, October 2, 1922: Result perfect; ab- 
dominal sinus closed; both vaginal orifices ample size. 


The reason for excision of interstitial portions of tubes and their deflection 
was to prevent a possible pregnancy in either ill developed horn, with likelihood 
of rupture if ovum continued to develop. 


DISCUSSION 


DR. EDWARD A. SCHUMANN.—In regard to this second case of Dr. Hirst’s, 
which represents the arrest of development, I can appreciate the difficulties because 
on one oceasion some years ago I found a case of incomplete abortion with con- 
siderable hemorrhage. As the hemorrhage persisted after the temperature dropped, 
I thought it proper to do curettage and did so, sending a small amount of scraping 
to the laboratory only to get the report that it was normal endometrium without 
evidence of pregnancy, which disturbed me as the patient continued bleeding. I 
euretted the wrong horn of a bicornate uterus, the one horn was pregnant, the 
other one subsequently being operated upon by another and wiser surgeon. The 
other ease of Dr. Hirst’s reminded me of one in the Frankford Hospital yester- 
day. One of my colleagues was about to eystoscope a woman with pain and ten- 
derness in the left kidney region. The eystosecope entered the right ureter with dif- 
ficulty and the left ureter not at all. There was apparently no disease in the ureteral 
orifice. Later there was found to be a ring pessary in the vagina. When the ring 
pessary was removed the left ureter was entered and careful examination disclosed 
that the the ring pessary had caused distinct fibrinous exudate about the left ureter 
and had started a very definite hydronephrosis. 


DR. F. HURST MATER.—Both of Dr. Hirst’s cases carry with them the value 
of rectal palpation as a routine procedure in gynecic diagnosis. It is often the 
erucial factor in enabling us to determine the presence or absence of an ovarian 
cyst. 

In the first ease I believe it would have been much safer if not quite as scien- 
tific if he had refrained from introducing a catheter into the remaining kidney; 
especially as the urinalysis had demonstrated that it was functioning normally. 


It has been my experience that hematocolpos can usually be diagnosed through 
the rectum. There are exceptions to all rules, however, and if the character of the 
pathology is not recognized until after the abdominal cavity is opened I am in- 
clined to believe that it would be better to first complete the abdominal work and 
finally empty the collection of blood through the vagina below. 


DR. B. C. HIRST.—The patient menstruates regularly, half the discharge com- 
ing from the right and half from the left horn. When I first examined her there 
was an accumulation on the left side of nine years of menstrual blood. She men- 
struated apparently normally and regularly from the patent side. The large cystic 
tumor, I must confess, I did not suspect the true condition. 

I would say in reference to the criticism of the pyelogram, if done properly 
there is no risk about it whatever. It seems to me always a desirable thing to be 
sure that there is not a bilateral hydronephrosis. There was in fact a slight 
hydronephrosis and a little hypertrophy but no more than one would expect in a kid- 
ney doing double duty. 
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We are all aware of the adequacy of a single healthy kidney. I have under 
observation now patients in whom I did nephrectomy twenty years and more ago, 
who are in perfect health. 


Dr. W. WAYNE Babcock read a paper entitled Resuscitation in Abdom- 
inal Surgery. (For original article see page 179.) 


DISCUSSION 


DR. SCHUMANN.—This dramatic paper impressed me, particularly the ef- 
ficiency ratings. If I should rate as inefficient a nurse who failed to produce a 
perfectly acting intravenous apparatus within fifteen seconds and find that this 
nurse that very morning or the night before had been put on operating duty, I would 
probably be doing that nurse an injustice. If Dr. Babcock has an operating room 
team of nurses and assistants I could see where his efficiency ratings would come 
in. There are two efficiency ratings he did not mention. I think the operator who 
does not use proper anesthetic and does not choose the proper anesthetist and the 
operator who does not recognize impending respiratory failure, should be rated 
as extremely inefficient. The other point which impressed me is the amazing amount 
of operative work which must be done in these institutions to get so many of these 
respiratory and cardiac failures on the table. In the institution with which I 
happen to be connected such occurrences are exceedingly rare. I can recall only one 
respiratory failure with death on the table. I would ask Dr. Babcock in about what 
proportion such accident occurs and then I could draw certain conclusions as to 
whether anesthetic or anesthetist had anything to do with it. 


DR. COLLIN FOULKROD.—I am moved to comment on two things very 
forcibly brought out by this paper: the first is that we, many of us, have an 
anesthetist placed to our hand in our own hospitals not properly trained and I can 
hardly agree with Dr. Schumann that such things are rare. It is my experience 
that the resident physician often does not know, and it must be brought out, that 
the pulse is no guide in such extremity. The patient may have a full, bounding 
pulse and no tidal air. There should be some way of internes being brought to us 
with a little better training in anesthetics. ; 


DR. RICHARD C. NORRIS.—In asphyxia of new born infants adrenalin is very 
valuable as a stimulant where cardiac pulsations are feeble or have almost entirely 
ceased. The frequency of this emergency does not come, of course, to the gyne- 
cologist, as it does to the general surgeon. I would ask how much of this is due 
to spinal anesthesia? I suppose Dr. Babcock has had experience with such cases 
under other kinds of anesthetics. We cannot as gynecologists and obstetricians 
compare our experience with those of the general surgeon in his clinic, where there 
are so many more dangerous cases that come to operation. I can well appreciate 
the necessity for the prompt and precise technic he has described. 


DR. NORMAN L. KNIPE.—It is certainly true that our hospital technic, for 
instance, the putting of a nurse in the operating room for the first time and letting 
her do the work as well as she can, the work of an experienced nurse, is all wrong 
and if a paper like Dr. Babcock’s can call attention to that it will do good. We 
ought to have training in first aid, we ought to have drill as he suggested to make 
this move with greater facility. We do not always get warning of respiratory fail- 
ure and T have seen deaths occur suddenly on the table. 
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DR. BABCOCK (closing).—We all recognize the importance of an efficient 
anesthetist, but this is a phase of the safeguards with which we should surround 
our patient without the scope of the paper. It does not seem too much to ask 
that each operating room should have a reasonably safe and efficient emergency 
technic, especially when only a simple drill and inexpensive apparatus are required, 
In our clinie we have a small emergency tray and each nurse who comes on operat- 
ing room duty, learns to prepare and have it in readiness. If the knife, needles, 
and other metal parts are made of non-corrosive material, they may be sterilized 
and resterilized without deterioration. In nearly all hospitals there is a permanent 
senior operating-room nurse, and while pupil nurses come and go, this senior nurse 
should at least be capable of showing the pupil nurses as they enter the operat- 
ing room how this emergency tray is arranged and also the nurse’s duty in an 
emergency. A flask of saline solution, kept during operations at body temperature 
with the little tray is all the apparatus required. To bring the prepared tray and 
the salt solution should not take twenty seconds, and before the assistant has the 
needle in the vein, the filled funnel and adrenalin are at hand. There should be 
no difficulty and very little skill is required of the nurse. 


You say, ‘‘collapse on the operating table is a very unusual emergency.’’ 
Perhaps it is, but if it oceurs only once in fifteen thousand operations, and if an 
oceasional drill will enable you to save that one life, it is well worth being pre- 
pared every day in the year. We have fire drills in our schools, yet how many of 
our schools burn down each year? But the emergency is not so uncommon. I 
daresay every one of you can recall at least one life that might have been saved. 
From a few surgical acquaintances a few years back I collected nearly forty 
deaths under anesthesia, which was roughly, about one death to every five hundred 
operations with which they had been associated. I suppose my personal ex- 
perience has been unusually rich in these tragie events, for I can recall twenty 
patients who had respiratory and circulatory failure on the operating table. 
These did not include the slight cases which are not infrequent, such as a child 
under operation for tonsils or hair lip that has to be inverted and shaken a few 
times before the circulation is resumed and the operation completed, or other 
eases of transient collapse under ether, chloroform or gas, or the deaths from pure 
traumatic shock. Doubtless the number I have seen has been increased by the 
use of spinal anesthesia, particularly in the early days when we attempted to 


operate by this method upon nearly every shocked or moribund patient who entered 
the hospital. 


For example, from 1904 to 1914 we had repeated experiences with measures 
for resuscitation and nine patients died on the operating table. From 1914 to 
1923 by avoiding spinal anesthesia in the intensely shocked, desperately ill or 
apparently moribund patient, we had no deaths from the intradural injections, 
although a small number of patients required resuscitative measures, and one 
from zine chloride poisoning was resuscitated with great difficulty and died a few 
hours later. During this time, however, I saw three deaths, two from ether and 
one from nitrous-oxide-oxygen in patients who were apparently good surgical risks 
and who were having operations not considered dangerous. At least two, possibly 
all three of these patients would have recovered had the emergency measures 
described in the paper been promptly followed. 

Nearly thirty years ago as an interne, I had an impressive illustration of the 
importance of accurate and systematic resuscitative measures. From a poorly 
applied tourniquet, a robust police Sergeant, shot through the knee, bled to 
collapse on the operating table in the presence of a room full of physicians who 
were discussing methods of amputating the leg. Despite the pulseless condition 
of the patient the operation was started while the doctors present whipped out 
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hypodermies and each independently attempted to stimulate the patient by his 
own plan. Some used strychnine, others digitalin, others atropine, while one old 
surgeon, obviously from long dependence, had glasses of whiskey arranged about 
the patient for convenience in filling his syringe, and repeatedly circled the patient, 
now injecting the neck, then the arm, then the body, then the leg and then returning 
by a series of injections upon the other side of the patient. No one knew what 
stimulation this patient received, but it is probable that he had thirty or forty 
hypodermic injections within ten minutes and the operation was concluded as the 
patient breathed his last. 


By a systematic technic, we do the thing that is essential and avoid wasting 
time on nonessentials. There is one predominant cardiae stimulant for the 
emergency and that is, the intravascular use of adrenalin. Nothing compares with 
it. The slowly acting digitalis is not to be considered. It is a foolish diversion 
to inject anything under the skin of a man practically dead. There is one great 
associate for adrenalin and that is cardiac massage, (either may fail alone). The 
second thing is the use of artificial respiration in a way that will be efficient. 
We cannot conveniently use the methods employed when a man is shocked by an 
electric wire, or pulled out of the surf, and we must act quickly and make sure 
that our efforts move the air in the lungs. Muscles and bones will live for 
hours without circulation, the cortex of the brain, but seven minutes. After this 
time, although we can make the patient spontaneously breathe and cause his heart 
to resume: beating, he will simply go on in a vegetative way for a few hours, or 
at most a few days, and then pass out without regaining consciousness. Knowing 
this is to know the importance of quickly doing the few things that are essential 
and of always being prepared. 


JOINT MEETING OF THE NEW YORK OBSTETRICAL SOCIETY 
AND THE OBSTETRICAL SOCIETY OF PHILADELPHIA 
APRIL Sth, 1923 


THE PRESIDENT, Dr. WILLIAM E. PArKE, IN THE CHAIR 


DR. WILLIAM E. PARKE.—Philadelphia has been entertaining a considerable 
number of members of our profession during the week and it is my pleasure to- 
night to weleome the members of the New York Obstetrical Society. We hope you 
enjoyed the day. I will ask your chairman, Dr. Pomeroy, to address us. 


DR. RALPH H. POMEROY, NEW YORK.—We are going to present to you 
through Dr. Humpstone some of the troubles we have been puzzled over, both by 
commission and in the open, and because we felt that we had been confronted 
with various problems of sociological character that the public is taking up in 
connection with our essential work, the consideration of obstetrics in particular, 
and there are numbers of questions that we still do not know how to answer. We 
certainly hope that you will answer some of them for us. We don’t even yet know 
why it is that legislators and governing bodies have proclaimed with emphasis 
that one cannot transport or use beverage alcohol and there doesn’t seem to be any 
substantial movement on foot to abolish that type of legislation and yet if we 
consider the agitation that is now on hand to abolish the transportation of other 
questionable articles of merchandise, we wonder where the consistency comes in 
and we expect you to solve that problem for us. 
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Dr. O. Paut Humpstone then read his paper entitled The Sociological 
Responsibility of Obstetrics and Gynecology. (For original article 
see p. 149.) 


DISCUSSION 


DR. EDWARD P. DAVIS.—No more valuable and interesting paper has come 
to my knowledge for a long time than that of Dr. Humpstone’s and the time 
is ripe for such studies and, I trust, for some action. The responsibility of our 
profession for public welfare should be acknowledged by us all and in consider- 
ing ways in which the profession may exercise influence may I draw your attention 
to the fact that in foreign countries at times physicians have exercised by mem- 
bership in legislative bodies very great influence. We have only to think of Porro 
and Mangiagalli as Senators of the Italian Kingdom to know that obstetricians and 
gynecologists have done what they could for their country. We have only to 
refer to the fact that a considerable number of medical men are in the English 
House of Commons to appreciate the superiority of England in dealing with 
the midwife and some other important problems. There is no reason why an 
obstetrician and gynecologist should not be in the legislative body of his State 
and New York has sent a Senator to the United States Government. 

In the State of Pennsylvania we have at the present time an illustration of the 
danger of vicious legislation. The chiropractors are well organized in this State 
and the osteopaths have before the Legislature a bill which will give to them 
the complete practice of medicine, of surgery, of obstetrics, and of the administration 
of medicinal remedies in addition to their peculiar manipulations, and, unfortun- 
ately, this bill goes back by political intrigue to certain members of a high medical 
board. That is a danger which threatens us in our State and I imagine you in 
your State have your own troubles. 

That the medical profession should be the authoritative body on birth control 
goes without saying, and it is a part of the mental upset and hysteria of the 
present that those persons who most agitate to bring themselves into notoriety are 
taking up the question oftentimes in a miserable and disgusting way. So far as 
birth control to prevent excessive population goes, we must remember in this 
country there are two factors preventing increase of population which have noth- 
ing to do with reproduction: one is the resistance of organized labor to immigra- 
tion and the other is the desire of large corporations to import ignorant and foreign 
labor to support their purposes financially. This is a political condition which 
directly affects the size of the population of this country. We have long harked 
back to the phrase ‘‘melting pot,’’ but you are aware that some of our most 
distinguished students deny the fact that human races ever melt. The negro is 
the same as he was in pre-Biblical and prehistoric days. It is considered a ques- 
tion whether any person not born and bred for a generation in this country will 
after a considerable lapse of time become racially a Caucasian. Undoubtedly 
we must consider that a question in the matter of population. 

There is another factor of extreme importance, that is the factor of economic 
conditions. We all remember Continental Europe at the time of large standing 
armies, when European Governments very frankly encouraged promiscuous re- 
production and to prevent criminal abortion cared for children so produced. We, 
I think, would not be willing to have develop in this country any condition which 
forbade marriage, because of lack of money, and which encouraged promiscuous 
reproduction, throwing the burden of the care of these children on the State. If 
we are to offset and guard against such a predicament we must make economic 
conditions such that the working man can obtain a living, comfortable wage and 
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marry early and live comfortably, and there can be no greater service rendered 
to the State than fostering such economic conditions. It is true that all the great 
corporations take seriously into consideration the health of their operatives, and 
that they encourage among the young and industrious men and women marriage 
and try to make such families comfortable afterwards. 


The dangers and the risks of contraception have well been set forth. It is, 
however, the duty, I think, of our profession first to acquaint women with physio- 
Jogical conditions concerning conception, then to advise such means as may safely 
und simply be employed, with the distinct understanding that none of these means 
can be absolutely relied upon. To draw upon the credulity or upon the false 
sense of security of those who practice contraception is certainly unworthy of 
our profession. 


The question of sterilization in a scientific manner is better possibly than the 
question of contraception and there is one class of patients who I find appeal 
strongly to us all, that is the hard working wife of the artisan, the woman who 
has already produced three or four children, she and her husband have reached the 
limit of earning capacity, the woman shows the result of repeated parturition and 
hard work and comes to us for advice and care, and there I believe we may 
properly terminate the possibility of conception by some proper surgical means, 
leaving ovarian tissue and conserving the general health of the individual. If 
that is done with the written consent of husband and wife we are rendering, I 
believe, a valuable service to humanity. 

A lack of beds for hospital maternity cases is a crying evil in this, as other 
states, and a good deal has been done here to improve maternity service in hospitals 
by a former member of the American Gynecological Society, Dr. Baldy, who dur- 
ing his active professional life raised the standards of our hospitals and refused 
to recommend a hospital for resident physicians unless that hospital provided 
adequate maternity training for the resident, and the result of that effort was 
a very decided improvement in the maternity service of this State. As you and 
we build better roads, as Uncle Henry lowers the price of the flivver and puts 
another spring in the back seat, it will be more and more possible to take com- 
plicated cases of confinement in our States and rush to hospital in time to avoid 
obstetric catastrophe. We have in this State at least fifty adequate hospitals, 
you probably have more, and the problem should be solved somewhat in that manner. 

The essayist has very wisely drawn attention to the question of obstetric at- 
tendants and may I suggest to all of you who are interested in the problem of 
nurses that that today is the vital problem of nursing in this country. The trained 
nurse is expensive. There are various things drawing away from private practice 
the skillful nurse—publie health work, school work, community work is rendering 
much less the number of nurses available for the individual patient in the private 
house, and it is the problem of the day to train, by suitable method and under 
local and State and municipal restriction, a certain number of persons of at 
least average intelligence who can carry out the essentials of medical and surgical 
care at a very moderate cost. Your obstetric attendants will come in line with 
that very much desired solution. We can only say that if this Republic is to con- 
tinie in prosperity and to prosper that the question which is vital today is the 
care of its population. Not only the care, but the education of its population, 
and one may say that a successful education is that training which fits its possessor 
to follow, with keen and loyal interest, some honorable pursuit in which he can 
gain an honorable living, and shall in some way contribute to the welfare of 
mankind, and this specialty, honorable and ancient as it is, can do no better work 
than that so ably outlined by the essayist. 
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DR. BARTON COOKE HIRST.—I listened naturally with great interest to 
this paper, sir. We must all agree with the essayist as to the necessity of prenatal 
eare. We have all seen the advantage of it. In this city one advantage is shown 
in the marked lowering of the incidence of eclampsia. My interne yesterday called 
my attention to the fact that we have had fewer cases in the University Hospital 
during the last winter than ever before in the history of the Institution. I am 
sure the preliminary care of pregnant women has been the reason. 

As to birth control, I think the attitude of physicians should be not to en- 
courage this movement nor to give any information about it except in a limited 
number of cases for medical reasons, My custom has been to point out the 
disadvantages of all the methods commonly employed, almost all detrimental to a 
woman’s health, usually resulting, if continued long, in sterility in the woman 
and possibly impotency in the male. That threat has a potent influence on the 
man. 

The underlying idea of the essayist, it appears, is how can obstetrics best 
contribute to the welfare and safety of our women? There is one thing we can 
do, with that end in mind, that has not been mentioned. In an analysis of my 
private case books, comprising some 15,000 names, or more, I found that over 
50 per cent of women come to my office with injury of the birth canal and 10 per cent 
of them have retroversion of the uterus. These two conditions, constitute 60 per cent 
of all the diseases of women; no woman should have either of them, if her physician 
is competent. 

If we do our work properly we can wipe out, by a proper education of medical 
students and the profession, the great majority of the diseases of women and 
that seems to me one of the most important functions of our branch of medicine 
at the present time. Another duty we owe to the public is to teach our students 
how to deal with the complications of labor, by ample clinical instruction. We all 
remember the recent address by Sir Arthur Newsholme in which he proved that 
the prenatal clinics of Great Britain did not diminish the mortality of the new 
born to as great an extent as the proper management of labor would have done. 
In other words the greatest loss of infantile life was due to mismanaged labor and 
its complications. If we concentrate our efforts on the better education of medical 
students and general physicians, we will lower the incidence of diseases of women 
until they almost disappear and will diminish the appalling wastage of human 
life before, during and shortly after birth. 

In our special work as in the other branches of practice, preventive medicine is 
the field for future progress. 


DR. EDWARD A. SCHUMANN.—As most of our guests are compelled to 
leave I must of necessity forego the opportunity of discussing Dr. Humpstone’s de- 
lightfully scholarly and idealistic paper. I should like to debate the matter—birth 
control. This is a procedure which has existed in the country for many genera- 
tions and is steadily increasing. We know that birth control is exercised not only 
by those we would advise for or against, but those of our inhabitants whose off- 
spring are most necessary for the high type of citizen which he insists shall be 
the population of the future. I am not convinced that mere numbers of births 
predicate an advancement of the race, but feel rather that the earth’s population 
is sufficiently numerous to permit of selective breeding. 


Dr. Davin LoNGAKER reported a case of Labor Complicated by Con- 
genital Diaphragmatic Hernia, with Autopsy Findings. 
Mrs. D. was admitted to the Kensington Hospital for Women at 7:30 P. M. 


(6/19/22). She was pregnant at full term and according to her menstrual history 
should have been due 6/17/22. She had had some slight pains for a few hours 


j 
q 
4 
{ 
| 
= 
And 
rr 
q 
BY 
ey 
4 
= 
ff 


N. Y. OBSTETRICAL SOCIETY AND OBSTETRICAL SOCIETY OF PHILA. 241 


before admission and on admission she had some very weak pains at long irregular 
intervals. She was not in active labor. 


At 10:30 P. M. (two and one half hours after admission) examination showed a 
frank breech presentation of the L. 8S. A. type. The os was dilated one finger- 
breadth. At that time the pains were weak, infrequent and irregular. 

The following morning the patient was having a few pains as before but none 
of any strength, duration or efficiency. At 1 P. M. 6/20/22 the patient was given 
two ounces of castor oil and this was followed in one and one half hours by a 
magnesium salt enema. At 3:30 P. M. she was given pituitrin minims iii, intra- 
museularly. She immediately developed strong pains with complete dilatation of 
the os at 4:30 Pp. M. The membranes ruptured spontaneously at 5 P. M. and her 
pains were strong and very frequent. 

At 6 P. M. the patient was taken to the delivery room. Under chloroform 
anesthesia Dr. Longaker delivered the baby easily by breech extraction as in 
Potter’s method. Immediately on delivery the child seemed in good condition. It 
gaped and strained and attempted to breathe but for some reason could get no 
air to enter the lungs. Finally intubation of the larynx was done. The pulmotor 
was also used but without avail. The child’s heart during all this time continued 
to beat strongly and did so for fifty minutes after which time it stopped and the 
child was declared dead. 

Permission for autopsy was obtained. 

The mother’s condition was good all the time during and following delivery. 
She had a slight tear of the fourchette not requiring repair. The placenta and 
membranes were easily extracted whole. The following puerperal history of the 
mother was uneventful. 

The autopsy report showed: 

Evidently a well developed full term baby weighing 8 lbs. 7 0z., 21% inches in 
length. No gross abnormalities apparent. The left lobe of the liver was found 
occupying the epigastrium and the space to the right under the lower costal margin. 
The right side of the diaphragm was absent except for a small thin strip about 
one-half inch in diameter extending along the anterior parietal region at the leva 
of the eighth costosternal juncture. Behind this narrow strip the right lobe of the 
liver projected being bent upward and outward to about a right angle with the 
left lobe of the liver. 

This right lobe of the liver oceupied nearly the whole area of the right pleural 
sac and extended up to the level of the first rib. 

Behind the liver a greater part of the intestines also extended up into the pleural 
sae on the right, there being found in this position the appendix, the cecum, the as- 
cending colon and about one inch of the transverse colon, also about three fourths 
of the small intestine as near as could be judged. 

The pleura on the right posterior wall extended downward continuously without 
break or irregularity over the right kidney and was then reflected up and forward 
being attached as mesocolon. 

The right lung was small annd compressed medially. The heart was displaced 
to the left. The left pleural sac was normal to all appearances. The left lung was 
normal but was compressed to the extreme left. The thymus was normal but was 
pressed upward and to the left. The left diaphragm was apparently normal, most 
other hernia eases reported have occurred on the left side. 
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Selected Abstracts 


Abortion 
Benthin: The Indications for Induction of Abortion. Therapie der Gegenwart, 
1921, lxii, 324. 


K6nigsberg University Clinie statistics show that induced abortion is twice as 
frequent as it was before the war. While he regards this as largely due to criminal 
measures, Benthin feels that therapeutic abortion is often performed on insufficient 
grounds. In only 58 per cent of 78 cases referred to the clinic for abortion was 
it found necessary to interrupt the pregnancy. Von Jaschke is quoted to the effect 
that of 385 cases of induced abortion, he regarded 278 as unjustified. In the 
K6nigsberg clinic only 210 therapeutic abortions were performed in 23 years; 
the mortality was 7.14 per cent; the operative interference is charged with 3.81 
per cent. 

Indications referable to the ovum and maternal genitals are relatively few: 
fixed, incarcerated, retroflexed uterus; in carcinoma of the uterus if the interest 
of the mother demands radical procedure; death of the ovum without maternal 
toxemia calls for intervention only when medical observation cannot be had. Abor- 
tion is called for in case of prolonged bleeding (hgb. 50 per cent or lower), placenta 
previa, hydatidiform mole, acute hydramnios. 

Toxemia of pregnancy often leads to unnecessary abortion. Improvement often 
follows dietetic measures, change of climate, ete. Abortion is indicated when 
despite these measures there appear cerebral symptoms, rapid pulse, high tempera- 
ture. 

Heart disease: a critical review convinces Benthin that this complication is 
unduly feared, and that the total mortality of heart disease complicating pregnancy 
is 2 to 4 per cent. In the absence of decompensation and myocarditis, not even 
mitral stenosis calls for abortion. 

Tuberculosis: laryngeal and progressive pulmonary cases must not be tempor- 
ized with; but latent tuberculosis, and manifest cases that are not progressive, 
will bear observation. In only half of even manifest cases is an unfavorable in- 
fluence to be expected. It is to be noted that neither positive sputum, loss of 
weight, short fever, nor even an hemoptysis alone indicates abortion. 

Kidney disease: albuminuria is frequently physiological. This condition may 
be engrafted upon a nephropathy, acute or chronic. Acute nephritis yields to the 
internist’s treatment; chronic nephritis requires observation to anticipate apoplexy, 
uremia, and cardiac complications, but prophylactic abortion even in this disease 
is unjustified. Abortion is absolutely necessary in exacerbations in the early 
months, with decompensated heart, uremia, retinitis, and increasing edema. Pye- 
litis seldom requires abortion. 

Diseases of metabolism and internal secretion: abortion is indicated only in 
such cases of Basedow’s disease which are not judged good risks for thyroidectomy. 
Pregnaney increases the likelihood of diabetic coma, but abortion is indicated in 
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diabetes only when dietetic treatment fails to check the sugar excretion, or acidosis 
or increasing albuminuria develop. Of hepatic diseases, only acute yellow atrophy 
ealls for abortion; as do also the blood diseases, leukemia and pernicious anemia. 

Nervous and mental diseases: these are seldom affected adversely by pregnancy 
and conversely, abortion is seldom of benefit. It is in less favor than of old in 
treatment of chorea. Epileptic attacks are sometimes more frequent in pregnancy; 
abortion is indicated only in marked increase in frequency, with increasing psychic 
disturbances, and above all, in the dangerous status epilepticus. Only the severest 
eases of polyneuritis, involving the optic nerve, call for abortion. In the psychoses, 
abortion comes into question only in the severe depression states. This holds also 
for dementia precox, in which it is called for only in relapses. 


Is the physician to consider any but medical indications for abortion? As to 
social indications, no. As to eugenic indications, the time is not yet ripe. As to 
rape, the question is evaded as follows: ‘‘Our experiences consequent to the Rus- 
sian invasion confirm the already oft-expressed view, that pregnancy after rape is a 
rarity. Whether rape has occurred or not is for the magistrate to decide.’’ 

RAMSAY SPILLMAN. 


Phillips: The Induction of Abortion. The Lancet, 1921, ii, 266. 


The article is based upon 57 instances of induced abortion which the author 
has performed in 35 years of private practice. In all of these cases a consultation 
was held, and complete agreement was reached that artificial abortion was not only 
the best but indeed the only course to pursue to save maternal life. No maternal 
mortality. occurred in the entire series of operations. 

Eighteen were performed for albuminuria. All had been treated in the usual 
way by rest, diet and the various drugs employed in these cases without improve- 
ment. In two cases of glycosuria the induction was carried out because of the 
rapid progress in the already existing disease, emaciation and thirst being the two 
marked symptoms. 

Eleven patients were treated by induction of abortion because of uncompensated 
cardiac disease. There was double aortic disease in 4 cases, aortic and mitral 
stenosis in 5 and mitral regurgitation in two. In all of them relief of symptoms 
followed the operation. 

The author found uncontrollable vomiting of pregnancy to be one of the com- 
monest reasons for induction of abortion, occurring in 15 of his 57 cases. In 
all of these cases every kind of local and general treatment was tried. In one 
case abortion was induced because of acute salivation, measurement on two occasions 
showing a secretion of over two quarts of saliva in 24 hours. Sleeplessness and 
rapid loss of flesh were prominent features of the case and finally, commencing 
mental disturbance rendered induction necessary at the tenth week. 

One case required induction of abortion because of a severe chorea, where 
mental symptoms developed about the eighteenth week of pregnancy. 

In all six placenta previa cases induction was carried out because of profuse 
hemorrhage, this urgent symptom occurring without warning. 

In three cases he induced abortion because of carcinoma of the breast. 

The author advocates early induction of abortion (before the tenth or twelfth 
week) in certain cases of mental aberration but believes it difficult to generalize 
on the treatment of these cases as each should be considered on its merits. 

In other conditions as pulmonary tuberculosis, general tuberculosis, epilepsy, 
conditions leading to paraplegia, ete., he does not believe induction of labor is 
necessarily indicated. NorMAN F. MILLER. 
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Wiegels, W.: Artificial Abortion, in Respect to Social and Eugenic Considera- 
tions and to Rape. Therapie der Gegenwart, 1921, lxii, 461. 


Wiegels laments the remarkable incidence of criminal abortions in Germany, 
which it seems to him increases ‘‘in direct proportion to the sinking morality and 
staunchness of the German people.’’ The physician, as guardian of the public 
health and weal, must lend his aid to measures best designed to combat the prac- 
tice: education as to the consequences of abortion, moral and ethical considerations, 
extension of religious influences on the one hand; combating misjudgment in 
therapeutic abortions, suppression of the means for producing abortion, preference 
and better incomes for large families, ete., on the other. 

Statistics on the incidence of criminal abortions obviously are unreliable. Esti- 
mates by Bumm, Déderlein, Opitz, and Winter vary from 300,000 to 500,000 oceur- 
ring annually in Germany. As for the proportion of criminal abortions in this 
number, Wiegels observes that out of 15 patients he has seen in the last 5 months, 
12 showed no reluctance about admitting the nature of the abortion and in the 
other 3 cases a criminal origin could not be satisfactorily excluded. 

Wiegels states that many physicians will interrupt a pregnancy beceause the 
family is poor and has many children; a physician who does this ceases to be a 
physician and becomes a social worker. He condemns the Neo-Malthusian teach- 
ing. An indication for abortion is either medical or social; if it is solely social 
it is not to be recognized. 

As for eugenie indications, he states: ‘‘Our knowledge of the whole subject 
of hereditary transmission stands upon such weak legs that we are not justified 
in deciding upon an abortion on the ground of our so far accumulated experience. 
Only in very rare cases could a psychiatric specialist decide on an abortion.’’ 

Wiegels regards the Mendelian nature of human attributes as not yet sufficiently 
established to form a basis for interference with pregnancy except possibly in rare 
eases as for example in which the family tree is laden with epilepsy and idiocy. 
Likewise sterilization is very rarely indicated. The eugenic indication is not recog- 
nized by the leading gynecologists, psychiatrists, and clinicians. 

Like Benthin, Wiegels notes that the Russian invasion of East Prussia resulted 
in the impregnation of many German girls by the Russian hordes, and he endorses 
Déderlein’s standpoint, ‘‘The interruption of a pregnancy in case of a definitely 
proved rape is not punishable’’; but he raises the point that it is difficult to prove 
the lack of consent. RAMSAY SPILLMAN. 


Horvat, A.: Statistics on Criminal Abortion. Monatschrift fiir Geburtshilfe und 
Gyniikologie, 1922, lix, 278. 


Of the 122 abortions investigated as to cause of abortion, 62 or 50.8 per cent 
were definitely criminal and 19 more almost certainly criminal. The incidence 
of criminality, therefore, was 66.4 per cent. Of these patients, 29 had a normal 
or subnormal temperature and many patients who had fever on admission had 
normal temperatures after a short rest in bed. Hence the presence of fever in 
abortions should not be used as criticism of criminality. 

The number of married and unmarried women was practically the same. Most 
of the abortions occurred in patients between the ages of 25 and 30 but most of 
the criminal abortions took place between the 18th and 24th years. 

Among the 81 cases of criminal abortions, seven died (8.6%). The actual 
mortality of criminally induced abortions however is much greater than here indi- 
eated for only a small number of the patients are brought to hospitals. The most 
common method used to induce abortion was the injection of soap and water into 
the uterus by means of a syringe. J. P. GREENHILL. 
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Marx: The Differential Diagnosis between Abortion, Pregnancy and Disease. 
Zeitschrift fiir Geburtshilfe und Gyniikologie, 1922, Ixxxiv, 742. 


The author describes a case of fatal sepsis following an abortion induced by 
catheter at the third or fourth month. The infecting organisms were gram positive 
cocci and rods. The gram positive rods had led to gas formation within the 
uterus, with the development of cavities in the uterine wall, which showed a 
number of small points of rupture at the uterine fundus. Difficulty in establishing 
a clinical and even a pathological diagnosis of abortion was very great and was 
increased by the fact that the patient gave a false history. Pelvic examination 
suggested an interrupted pregnancy, as did the unopened uterus at the autopsy, 
while a gross section of the hardened specimen resembled a destructive neoplasm. 
It was only on microscopic examination that a definite diagnosis was possible. The 
ease was further obscured by the demonstration of methemoglobin in the bloody 
exudate in the culdesae of Douglas and also in the blood tinged urine. This 
at first directed attention to the possibility of poisoning by some blood destroying 
drug, but it was finally decided that the change was due to bacterial activity. 

MARGARET SCHULZE. 


Campbell, John: The Position of the Medical Practitioner Called in to Attend a 
Case of Procured Abortion. The British Medical Journal, Dec. 10, 1921, No, 
3180, p. 985. 


The author considers three factors as influencing the physician in meeting his 
obligations to the patient and the community. (1) A doctor may be aware of 
the intention to commit crime before the operation is performed. In this in- 
stance the doctor can do nothing except in a psychological way. (2) After the 
crime has been committed but without fatal result to the woman, the physician 
is called in to treat complications. Under these conditions he is bound to pro- 
fessional seerecy. (3) When the crime has been committed and a fatal out- 
come has resulted the coroner should be notified of the circumstances under which 
the woman died. F. L. ADAIR. 


Nijhoff: Fetal Death Due to Intrauterine Strangulation. Nederlandsch Tijd- 
schrift voor Geneeskunde, 1923. i, 142. 


One of the less frequent causes of death of the fetus in utero is strangulation 
due to tight winding of the cord around the neck. Nijhoff has observed three 
eases in which he feels this was the case. Im each instance the mother was de- 
livered of a macerated fetus. He believes that the fetus dies as a result of inter- 
ference with the circulation of the cord itself. R. E. Wosvs. 


Seggelke: Quinin as an Oxytocic in the Treatment of Abortion. Therapeutische 
Halbmonatshefte, 1921, xxv, 17. 


The author recommends quinin as a stimulant to uterine contractions in cases 
of abortion. He uses 0.5 gm. intravenously in 10 c.c. of sterile distilled water, and 
simultaneously a similar dose intramuscularly. Moderate toxic symptoms usually 
appear but may be minimized by slow injection and have never been followed by 
serious after effects. Strong pains usually follow the injection shortly and bring 
about cervix dilatation and the expulsion of the fetus. Separation of the placenta 
does not seem to be favored and the method has not been successful in causing its 
expulsion in eases of incomplete abortion. The cervical dilatation procured, how- 
ever, is of distinct advantage when operative interference becomes necessary, and 
obviates the necessity of forcible dilatation with its resultant tears and portals 
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of entry for infection. The procedure is of particular value in limiting the 
necessity for operative intervention in infected cases. 


MARGARET SCHULZE. 


Joseph: Treatment of Abortion. Therapie der Gegenwart, 1921, lxii, 299. 


The therapy of threatened abortion is very simple: no instruments, one examina- 
tion, strict rest in bed, and perhaps some opium; this regime often arrests con- 
siderable hemorrhage and saves the pregnancy. In some eases a patient has to 
keep her bed throughout pregnancy because of bleeding, and still bears a living 
ehild. 

In operative treatment of abortion one must differentiate sharply between the 
aseptic and the febrile cases. In the aseptic, immediate intervention is indicated 
only when there is severe hemorrhage. Joseph condemns the time-honored tam- 
ponade for dilatation and induction of pains because it is practically worthless 
and also produces favorable circumstances for the spread of bacteria from the 
unsterilizable vagina. It is allowable only for checking hemorrhage until the 
patient can be taken to the hospital. 

In cases of severe hemorrhage Joseph dilates the cervix cautiously. He de- 
taches the placenta with his finger, pressing on the uterus from without with the 
other hand, at the same time orienting himself as to the uterus and its contents 
He then ecurettes with a large sharp curette until the curette is heard to grate on 
the muscle. The fetus may be removed piccemeal if necessary, with ovum forceps; 
but the ovum forceps for detaching the placenta, together with the small curette, 
Joseph condemns. 

Febrile eases: regardless of the results of blood cultures or of whether the 
_infeetion has extended beyond the uterus or not, Joseph regards the septic ovum 
as a feeder of infection, and as such, to be evacuated with a mimimum of trauma. 
If the cervix is undilated, a hollow laminaria pencil or the Hegar dilators are 
used. The author warns against curettement either after or without manual evacua- 
tion of the uterine contents because the curette opens the blood- and lymph-vessels 
and forees bacteria into them. A hot aleohol douche is used to promote con- 
traction after the uterus is emptied. 

By the active method 450 abortions have been treated in the Moabit Hospital, 
of which one septic patient died; a second ease, also lost, had been curetted 
before admission and was on admission markedly septic. 

RAMSAY SPILLMAN. 


Kouwer: The Treatment of Abortion. Nederlandsch Tijdschrift voor Genee- 
skunde, 1923, i, 970. 


In the treatment of abortion not orly the immediate, but also the later re- 
sults must be taken into consideratior. Not only the future health of the woman, 
but the question of future pregnancies must be borne in mind. 

Kouwer discusses a series of 1938 abortions. Among these were 20 deaths. 
It is noteworthy that only one death occurred on account of anemia, and he 
speculates whether this, possibly, might not have been avoided by blood trans- 
fusion. Excepting one ease of bichloride poisoning, all other deaths were due 
to some form of sepsis. Next to peritonitis, embolic infections of the lung oe- 
cured most often. 

The choice of treatment is open to discussion and Kouwer himself has at times 
been uncertain which is the better, active or expectant. He thinks a distinction 
should be made between treatment in the home and in a hospital. He usually 
cleanses vulva and vagina, catheterizes the bladder, and inserts two ungloved fingers 
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into the vagina for the purpose of exploration. If the cervix easily admits the 
finger, the middle finger is used to clean out the uterine eavity, the left hand 
pressing the uterus against the finger. Thus time, blood and money are saved. In 
some cases however, he finds a short chloroform narcosis necessary. In case the 
dilatation is insufficient, treatment is either delayed or the cervix is packed. 

In the presence of fever, the mode of procedure is the same, provided that 
extra-uterine infection can be excluded with reasonable certainty. In any event, 
Kouwer insists on sufficiently prolonged bedrest after the subsidence of the fever 
or the cessation of bleeding. 

While in the past he has used the curette, Kouwer rather depreecates its use. 
He also advises most emphatically against the use of the placental foreeps, es- 
pecially in untrained hands. The injury caused by the curette gives rise to the 
formation of scar tissue and occasionally is directly responsible for subsequent 
sterility. One of the advantages of digital evacuation is the fact that a woman 
ean be safely treated by the general practitioner in her own home. 

R. E. Wosus. 


Engelman, F.: Abortion and its Treatment. Medizinische Klinik, 1922, xviii, 493. 


Within recent times the number of abortions has multiplied fivefold, due doubt- 
less to the marked inerease in the number of criminal abortions. The large ma- 
jority of febrile abortions are criminal. There has also been a frightful increase 
in the mortality from abortions since the war. Shall the treatment be active or 
expectant, and how shall active treatment be conducted? The author believes that 
the division into febrile and afebrile abortions is useful, but further divides the 
febrile group into those in which the infection is limited to the uterus and those 
in which the infection has spread beyond the uterus. These are called simple 
and complicated eases respectively. During the last 24%4 years among 1689 abor- 
tions, 554 were febrile. The general mortality was 1.3 per cent; but for the simple 
abortions it was 14-1 per eent, while for the complicated cases it was 4%4- 
61% per cent. The plan of treatment outlined by the author is as follows: In 
every case where the bleeding is not severe or where the ovum is not in the 
cervix and easily removable, the patient is put to bed for a day to determine the 
type of abortion. If no fever oceurs or no complications are found, the uterus 
is emptied. The same treatment applies to patients with mild fever without com- 
plications. If high fever or fever with complications are found, an expectant policy is 
pursued. If the temperature subsides and the complications disappear, the uterus 
is emptied. If the patient does not improve under the expectant treatment, it is 
hest to invade the uterus to prevent a general infection. 

The author believes that in the first few months, the finger is more dangerous 
than the curet in the treatment of febrile abortions. He uses a broad sharp curet 
for afebrile cases, a broad dull one for febrile cases and in advanced cases an ovum 
forceps in addition to a curet. J. P. GREENHILL, 


Offermann: The Treatment of Febrile Abortion and Remarks Concerning Crim- 
inal Abortion in General. Zeitschrift fiir Geburtshiilfe und Gyniikologic, 1921, 
Ixxxiv, 356. 


The author presents conclusions from a careful study of the recent literature and 
the observation of 74 eases of febrile abortion treated in the Kénigsberg Clinic. 
He believes that the immediately active therapy of febrile abortion is more dangerous 
than the conservative or than the conservative followed by active intervention after 
the disappearance of streptococci and fever. The danger is expressed in the 
frequeney and the severity of the complications. Active treatment is particularly 
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to be avoided in cases of criminal febrile abortion. Cases showing streptococei 
run a particularly severe course; conservative therapy is strongly to be recom- 
mended in them. The duration of fever is no longer with conservative than with 
active treatment. A more prompt defervescence follows completion of the abortion 
with the conservative treatment. The passage of the placenta is of less importance 
in deferveseence than of the embryo. Completion of the abortion is followed by 
prompt defervescence in about half the cases. Repeated chills are not a factor 
in the type of treatment to be selected. MARGARET SCHULZE. 


Liepmann and Wels: Perforation of the Uterus in the Treatment of Abortion. 
Medizinische Klinik, 1922, xviii, 1291. 


Since 1907 there have been reported 266 cases of perforation of the uterus 
following operation for abortion. The mortality was 31.2 per cent. The responsible 
instrument was mentioned in 153 instances: ovum forceps in 47, curette in 42, 
Hegar dilators in 27, catheter in 20, uterine sound in 13, and finger in 4 eases, 
This indicates that the finger is the least harmful means of emptying the uterus 
and that slow dilatation with laminaria is preferable to forcible dilatation. In 
17 cases the omentum was drawn down, in 55 eases the small intestine and in 25 
eases the large intestine. In one patient, as much as 5% meters of intestine 
were pulled down through the rent in the uterus. It is important for the physician 
to realize that the perforated uterus should not be explored too much with the 
examining finger as it will force decidual debris and bacteria into the peritoneal 
eavity and thereby hasten death. To save the patient, laparotomy with total ex- 
tirpation is usually necessary. Perforation without infection is rare. 

J. P. GREENHILL. 


Van Dongen: My Cases of Abortion. Nederlandsch Tijdschrift voor Geneeskunde, 
1922, ii, 2033 and 2346; 1923, i, 24. 


In this series of 1193 eases which van Dongen personally curetted, were 1081 
clinie patients and 112 private patients. There was no death in the private cases 


and only 16 deaths among the clinic eases. This makes a total death rate of 1.4 
per cent. 


All eases which, on admission, showed an axillary temperature of 38° or over 
were classed as febrile. Thus, there were 897 afebrile and 296 febrile cases, a 
percentage of 24.8, which corresponds rather closely with the statistics of other 
observers. Twelve deaths were among the febrile cases, the four deaths among 
the afebrile cases were attributed to the following causes: one cach due to 
bichloride poisoning, to hemorrhage, to influenza pneumonia and to thrombo- 
phlebitis with pulmonary embolism. This makes a corrected death rate of 0.4 
per cent in the afebrile cases. None of the afebrile cases developed peritonitis, 
sepsis or periuterine complications later. 

With these results, van Dongen was not easily persuaded to try conservative 
treatment. However, he did finally apply it in 30 cases, but when he found that 
most of these had to be curetted afterwards, he abandoned it. He does not, how- 
ever, except in case of severe bleeding, curette cases complicated by peritonitis, 
sepsis or adnexal infection, laying great stress on accurate diagnosis before insti- 
tuting any form of treatment. 

For severe hemorrhage, he curetted 5 complicated afebrile cases with no death 
and 22 febrile cases with a mortality of 9 per cent. Most of these were ecuretted 
in the hope of saving desperate cases. 

Among the afebrile cases, none died of sepsis. Of the febrile eases, 80 per 
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cent were afebrile within two days. The average stay in the hospital of all cases 
was 11.25 days. 

Due to economic conditions as well as to general demoralization, he finds 
criminal abortions much on the increase. In these eases fever and complications 
were much more frequent. While usually performed within the first three months, 
he had them as late as the fifth and sixth month. In the series there were 5.9 
times as many married women as single girls yet, for obvious reasons, criminal 
eases were much more frequent among the latter. While the total mortality was 
only 1.4 per cent, among the known criminal cases it was 7.7 per cent. He 
has observed that where contraceptives are sold, advice as to producing abortions, 
if not the actual means, may also be procured. 

Van Dongen uses in all cases the polyp forceps and sharp curettes of three 
sizes. He believes when these are intelligently used, the minimum amount of 
trauma is inflicted. When necessary, he uses steel dilators. He has never per- 
forated a uterus and insists that an awkward man may cause an injury even 
with his finger. 

He prefers the curette because instruments are smaller in calibre. One can 
operate with a lesser degree of dilatation, and narcosis becomes superfluous in 
most cases. Manual removal is more apt to produce complications in several ways. 
The squeezing in bimanual manipulation is more likely to produce phlebitis and 
sepsis, us well as adnexal complications. A greater degree of asepsis is possible 
with instruments. 

Whether manual removal or conservative treatment is preferable, he will not 
decide, but Schottmueller found his results more satisfactory, and his complica- 
tions and mortality decrease, as he changed from manual removal to conservative 
treatment and then to instrumental removal. R. E. Wosvus. 


Bernstorf: The Treatment of Septic Incomplete Abortion. The Journal of the 
Kansas Medical Society, 1921, xxi, 327. 


A study of 200 consecutive cases in Cook County Hospital between the years 
1913-1919 leads the author to conclude that cases of septic incomplete abortion 
should have no operative interference until the temperature has been normal at 
least five days (except in hemorrhage that threatens life). This results in fewer 
days of fever, shorter stay in the hospital, less complications and lower mortality. 
So-called nonseptic cases should be subjected to curettement as a routine because 
40 per cent of these cases on expectant treatment have to be curetted. Different 
phases of the cases studied are tabulated for comparison of result of operative and — 
expectant treatment. W. K. FOSTER. 


Schottmiiller: Treatment of Infected Abortion. Muenchener medizinische 
Wochenschrift, 1921, Ixviii, 662. 


The author has treated 6000 cases of abortion. The first 500 cases were treated 
actively whether febrile or not, and the uterus emptied or cleaned out by the 
manual method. . The mortality in this series was 3.0 per cent: of course cases 
presenting parametritis, salpingitis or gonorrhoea were treated conservatively. 

In the next series of 1500, the cases showing haemolitie streptococcus in the 
uterine or cervical discharge were also treated conservatively. Total mortality 
for the 2000 cases was 7.4 per cent. 

In 1914, curettage (large blunt curette) was substituted for digital clean- 
ing out of the uterine cavity, in the active treatment and 3200 so treated the 
mortality was 0.35 per cent. In this same time 500 were conservatively treated 
(complete abortions, complications or infected with streptococeus haemolyticus) and 
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mortality here was 3.97 per cent. So in the active treatment of infected as well 
as noninfected abortions the mortality was reduced from 3.0 per cent to 0.35 per 
cent, the curettage as against digital cleaning out of the uterus being responsible 
for a drop in mortality from 1.5 per cent to 0.35 per cent in the series of 4700 
cases actively treated. 

The author ascribes this lowered mortality to (1) avoidance of narcosis, (2) 
avoidance of cervical dilatation, (3) lessened danger of scattering bacteria through 
endometrial vessels (by massage and pressure of manual method), (4) shorter and 
surer procedure of curettage. 

While he admits that the conservative handling of infected abortion is safer 
than the active, he argues that the active should be taught and employed because 
(1) it shortens the patients illness, (2) the mortality is very low, and) (3) patients 
conservatively treated come back eventually for curettage due to metrorrhagia and 
subsequent anemia. 

Therefore (1) he would treat all abortions actively (except complete abortions, 
those with cervix not yet dilated, those with complications as parametritis, sal- 
pingitis, peritonitis, and gonorrhoea and those infected with streptococcus haemolyt- 
icus) and (2) he would substitute entirely the curettage for the digital method 
of cleaning out the uterus. S. B. SoLtHaue. 


Zelnik: On the Treatment of Cases of Febrile Abortion. Wiener klinische Wo- 
chenschrift, 1920, xxxiii, 580. 


The author examined the uterine discharge in 43 abortions running a high 
temperature and found hemolytic streptococci in 6 cases, and anhemolytic strepto- 
cocci, staphylococci pyogenes aureus and albus, gram positive colonies in the 
other cases. He could establish no relation between the bacteriological finding and 
the course of the disease. Of the two of the patients who died of pyemia 
one showed anhemolytie streptococci, the other staphylococci. Of the 6 infected 
with hemolytic streptococci only two had localized complications, and all survived. 
There is no means of prophesying the course of a septic abortion; or of differ- 
entiating between a short or one day fever and severe sepsis by bacteriological 
examination. Therefore the decision as to whether to use operative or inactive 
treatment cannot be reached by means of bacteriological studies. 

In 1917, 642 incomplete abortions entered the hospital, 144 (22.4 per cent) of 
which had fever. Most of these had an immediate curettage to remove the re- 
tained produets of conception. Of the 144 febrile cases in 113 (78.4 per cent) 
the temperature dropped after the operation. Of the other 31, 21 (14.5 per cent) 
recovered after going through severe local complications, while 10 (6.9 per cent) 
died of sepsis or peritonitis. All those without fever recovered. The mortality 

The author believes that in the first few months, the finger is more dangerous 
than the curet in the treatment of febrile abortions. He uses a broad sharp curet 
in the total number of cases was 1.5 per cent. 

In the year 1919 those cases with fever were treated expectantly until the 
temperature had dropped to normal and then curetted. In all, 843 cases were 
treated, 154 (18.2 per cent) of which had fever. In 122 (79.2 per cent) of the 
154 febrile cases the temperature dropped to normal in two or three days after 
entrance, with treatment by rest in bed, ice bags and ergotin. Of these 122, 23 
received no further treatment because the cessation of bleeding and size of the 
uterus showed that the contents of the uterus had come out. The other 99 were 
euretted and had a rise in temperature for from two to eight days after opera- 
tion, and then became normal again. 

Of the remaining 32 of the 154 cases with fever, 21 (13.6 per cent) recovered 
after a long sickness with local complications in the adnexa and parametrium, while 
31 (7.1 per cent) died of sepsis, that is 1.3 per cent of all those treated in 1919. 
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These two series of cases contain no patients who were curetted before entrance 
in the hospital. The curettage was done in the 1919 series on the second or third 
day after the fall in temperature to normal. 


A study of the figures given shows that the results were the same in both series 
of eases. In future the author will curette immediately those cases which have 
fever and no local inflammatory process in the parametrium and adnexa, and will 
wait on those cases that do have an inflammatory lesion. 

FRANK A. PEMBERTON. 


Neu: Is Hemorrhage in Abortion an Indication for Immediate Emptying of the 
Uterus? Muenchener medizinische Wochenschrift, 1920, lxvii, 1350. 


The routine in handling cases of abortion at the Frankfurt clinic involves a 
bacteriological examination of the uterine secretions. In general the conservative 
treatment is followed and the tendency is to avoid radical measures even in hemor- 
rhage. Where streptococci are found in the uterine secretions curettage is never 
done, and packing of the uterus is employed in bleeding cases until the results 
of the bacteriological examination are known. He concludes: 


(1)In the literature only two cases are reported of death resulting from 
hemorrhage following abortion, and one of these is scarcely authentic. (2) The 
morbidity and mortality of women who have sustained marked loss of blood in the 
radical treatment cannot be entirely attributed to the blood loss. The radical 
treatment in streptococcie eases is by itself the greatest danger to the patient. 
(3) The mortality and morbidity through hemorrhage amounts to 0% in the ma- 
terial of the Frankfurt clinic of 1909-1920 (total of 3950 cases). (4) The 
hemorrhage in abortion may be stopped without any trouble by. properly packing 
the vagina. This procedure is harmless. It enables one to guard the patient against 
hemorrhage until the bacteriological examination can be carried out. (5) Vaginal 
tamponade can be safely limited to about 15 per cent of all cases coming for 
treatment. The author sees no indication in the danger of hemorrhage in abor- 
tion for radical interference in streptococcic cases. S. B. SoLHAuG. 


Rongy and Arluck: Missed Abortion. Surgery, Gynecology and Obstetrics, 1921, 


171. 


These authors see no reason for deferring action in case of death of the fetus, 
once the diganosis is definitely made, unless the patient is near term at which 
time spontaneous expulsion is to be expected. In any event, the patient should 
be watched for signs of toxemia. They report five cases. R. E. Wosus. 


Crawford: Pregnancy with Death of Fetus and Failure of Efforts at Spontaneous 
Delivery, Resulting in Macerated Fetus and Perforation of Abdominal Wall; 
Operative Removal; Recovery. Surgery, Gynecology and Obstetrics, 1921, 
xxxii, 269. 


A woman of 26, mother of two healthy children, menstruated last in Dec. 1918. 
She ceased to feel life Sept. 25, 1919 and was in labor for ‘‘half a night’’ on 
Oct. 7. Two days later she passed blood and cheesy material. The latter material 
was passed for 3 months. In May 1920 ‘‘her abdomen opened’’ and two weeks 
later she began passing fetal bones through this opening. On July 21, 1920, she 
came to the hospital. The opening in the abdomen was sufficiently large so that, 
under nareosis, the remainder of the fetal remains could be removed. Explora- 
tion showed the cavity to be continuous with the cervical canal, a fetal femur pro- 
truding from the latter into the vagina. R. E. Wosus. 
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Book Reviews 


Ephraim McDowell—‘‘Father of Ovariotomy’’ and Founder of Ab- 
dominal Surgery. With an Appendix on Jane Todd Crawford. 
By Aueust ScHacHNnerR, M.D., F.A.C.S8., Louisville, Kentucky. 
Philadelphia and London, J. B. Lippincott Company. 1921. 


Ephraim MeDowell was no ignorant country doctor of the frontier. Although 
he received his preliminary education in the newly organized Transylvania Uni- 
versity of Kentucky, and later spent several years with Dr. Alexander Humphreys 
of Virginia, who was a graduate of Edinburgh, McDowell, at what must have been 
an immense sacrifice in those days, spent the years of 1793 and 1794 studying at 
the University of Edinburgh. Here he came into contact with some of the best 
known medical men of his day including John Bell, the anatomist and surgeon, 
Munro, Rutherford, Gregory and others. 

McDowell did not obtain his degree in Edinburgh. On his return ‘‘his influ- 
ential connections, the eclat of his foreign training and the absence of any com- 
petition’’ soon brought him an extensive practice. He was the first surgeon to the 
west of the Alleghany Mountains. He performed thirty-two lithotomies without the 
loss of a life, and did numerous herniotomies. 

In December of 1809 McDowell performed his first ovariotomy on Mrs. Crawford, 
successfully removing a huge ovarian cyst. He ligated the pedicle and brought out 
the ligature through the lower angle of the wound which was closed. The opera- 
tion, performed before the days of anesthesia, required twenty-five minutes. In all 
McDowell performed at least eight ovariotomies with one death. 

Schachner’s biography contains not only what is known, from all available 
sources, about McDowell but also a variegated history of frontier Kentucky, of the 
early surgeons of the then new United States. He also, draws a picture of Edin- 
burgh shortly after the close of the American revolution. Much controversial mat- 
ter is discussed, in order to emphasize MeDowell’s preeminent and now almost uni- 
versally accepted claim as the father of ovariotomy and the founder of abdominal 
surgery. Ropert T. FRANK. 


Birth Injuries of the Child. By Hugo Enrenrest, M.D. ‘D. Appleton 
& Co., New York & London, 1922. 


Dr. Ehrenfest’s book on birth injuries comes from the press at a time when 
the publie conscience is alive to the importance of proper care in pregnancy and 
labor. As the author quotes in his preface, the new-born seemingly often has been 
considered an unavoidable by-product by the obstetrician in the care of the puerperal 
woman, and there is so much truth in this statement that it deserves repetition. 
The pediatrician does not step in, as a rule, until the end of the first month of 
the infant’s life and through this period including the labor there is a mortality 
of about 8 per cent. There is also considerable morbidity and on the part of 
the obstetrician there have been made but feeble attempts to solve the many 
problems that arise in connection with the etiology and treatment of these birth 
injuries. 

Heretofore such information as is found is this monograph could be obtained 
only by consulting works on pediatrics, neurology and orthopedic surgery, and the 
gathering together of the data concerning etiology, pathology and symptomatology 
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of injuries occurring at parturition was a task which the author had to approach 
without the guidance of a similar volume. This book must be considered as an 
original venture, and the reviewer feels that it is one that will be repaid by the 
actual saving of infant lives. 


The subjects are arranged in a series of sixteen chapters that carefully review 
the types of birth injuries according to their localization. The three of most im- 
portance are entitled ‘‘Injuries of Cranial Bones,’’ ‘‘Introcranial Injuries,’’ and 
‘‘Brachial Birth Palsy.’’ 

The reviewer believes the book might be condensed by combining several of 
the chapters as, ‘‘Injuries of the Neck’’ with ‘‘Injuries of the Sternomastoid 
Musele.’’ Injuries to the extremities which are chiefly fractures should be con- 
sidered together and also those injuries to the thorax, face, eye and abdomen that 
are produced by general trauma. These combinations would leave the reader free 
to consider in continuity of thought the more severe and common injuries. 

In the treatment of head injuries the author speaks of the method of manual 
redressment for indentation of the skull bones as suggested by Murray and Kerr, 
but without proper criticism. This method of compression is very apt to do injury 
to the tentorium, just as compression at birth, and while the depression may be 
relieved by such a measure it is likely to do more harm than good. He also 
leaves the inference that the depressed bone with no observable symptoms of in- 
tracranial damage should be left alone, citing Goodman and Hofmeier to this 
effect. As regards the deep depressions, in which he states that a bone might be 
considered to be fractured, he believes that careful lifting would be desirable. It 
would seem that the same surgical principles might be made use of that apply to 
the head injuries in an adult. 

The paragraphs of asphyxiation show the author’s bias in considering the re- 
sults of congestion and exudation from such a cause. It is commonly known that 
many infants who die of head injuries have hemorrhages in the viscera. The re- 
cent attempts at an explanation of these hemorrhages on the basis of a peculiar 
diathesis or congenital disease has undoubtedly very much impressed the author. 
However, in reviewing this subject one should remember that more than 50 per cent 
of these babies are premature and their vascular systems are not fully developed. 
Considering also the large number of red blood cells that may be present, asphyxia 
and slowing of the blood stream would account for the exudation. A few path- 
ologists are already giving as a cause of death on the autopsy records ‘‘ congenital 
hemorrhagic diseases of the new-born,’’ while as a matter of fact, the hem- 
orrhages have probably oecurred in conjunction with intracranial injuries. Too 
much may be made of this particular symptom to the possible exclusion of the 
diagnosis of head injuries, the result of protracted labor and instrumental ex- 
traction. 

The chapter on Brachial Birth Palsy is a very interestisg one and the author 
in considering the etiology speaks of the actual trauma by the compression of the 
forceps blade and also the pressure on the neck in extraction of the breech by the 
Mauriceau-Smellie method. He definitely turns aside from the explanation of Erb’s 
paralysis from the standpoint of epiphyseal separation or rupture of the capsule 
of the shoulder. In the treatment of this condition the author gives but a few 
brief paragraphs but he does insist that in breech deliveries the traction on the 
child must be on its long axis and never with the head in lateral flexion. 

On the whole Dr. Ehrenfest’s book is one of the most valuable that has been 
contributed to the literature of obstetrical subjects, and his explanation of the 
dangers lurking in the different types of manual and instrumental corrective 
measures will do much to render child-bearing safer both for the mother and the 
baby. HAROLD BAILEY, M.D. 
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Pathologisch-anatomische Situsbilder der Bauchohle. Lehmann’s 
Medizinische Atlanten Band XIV. Von Dr. Stecrriep OBERNDORFrER, 
a.o. Universitatsprofessor. J. F. Lehmann’s Verlag, Munich. 


Aberrations of the relative size and position of the abdominal organs, caused 
either by developmental defects or by pathological processes, are of interest both 
to the diagnostician and the abdominal surgeon. Over a period of 15 years, Obern- 
dorfer has collected photographs in situ of 92 unusual conditions of the abdominal 
viscera which he has encountered at autopsy. These are reproduced in beautiful 
photogravure plates with accompanying sketches and concise descriptions of the 
pathological findings. He has included such conditions as developmental anomalies, 
changes due to inflammation and to newgrowths, hernias, thrombosis of abdominal 
vessels, pregnancy, ete. 

To the abdominal surgeon, who must ever visualize the gross pathological anat- 
omy whieh he is liable to encounter on the operating table, this volume is a most 
valuable aid in making a prompt diagnosis. Like the other volumes of the series, 
it is the kind of book one enjoys glancing through after a day’s work, absorbing 
knowledge in this refreshing manner when one is too tired to peruse the printed 
page. R. E. Wosvs. 


Abdominal Pain. By Pror. Dr. Norsert OrtNeER. Authorized trans- 
lation by Wm. A. Brams, M.D. and Dr. Alfred P. Luger. Rebman 
Company, New York, 1922. 


The title of this work fails to do it justice. It is really a very exhaustive, 
yet concise treatise on the differential diagnosis of all those conditions in which 
abdominal pain is one of the symptoms, usually the most apparent one. This 
includes retroperitoneal conditions, diseases of the spine and its contents, in- 
juries and diseases of the testicle and certain diseases of the chest and its eon- 
tents. 

The author begins with a consideration of abdominal pain in general. He 
then takes up the differential diagnosis of conditions characterized by acute 
pain in the abdomen. This part is a most admirable chapter on the differential 
diagnosis of the so-called ‘‘acute abdomen’’ a subject which at times puts to a 
severe test the diagnostic acumen of even the most experienced surgeon. The 
diagnosis of conditions causing less acute or intermittent abdominal pain is dis- 
cussed with equal thoroughness. 

The second part of the work is devoted to the study of conditions causing 
more or less localized pain. Besides taking up the local lesions which may give 
rise to pain, such general conditions as malaria, plumbism, cardiovascular disease 
and acetonemia are discussed, as well as more remote conditions as poliomyelitis, 
pleurisy, mediastinal disease, diseases of the oesophagus, ete. 

To readers of German, this work has long been known as a classic and needs 
no introduction. The translaters have performed a real service by making it 
accessible to the English reader. R. E. Wosus. 
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SEX AND THE SENSES. By JAmss S. VAn TESLAAR, RICHARD G. BADGER, Boston. 


ZUR LEHRE VON DER ZWILLINGSSCHWANGERSCHAFT, MIT HETERO- 
TOPEM SITZ DER FRUCHTE, VON FRANZ LUDWIG VON NEUGEBAUER. BIBLIOTHEK MEDI- 
ZINISCHER MONOGRAPHIEN BAND I, VERLAG VON Dr. WERNER KLINKHARDT, Leipzig. 


THE BIOLOGY OF TWINS (MAMMALS). By Horatio Hackett NEWMAN. 
The University of Chicago Press, Chicago, Illinois. 


THE PHYSIOLOGY OF TWINNING. By Horatio Hackett NEwMAN. The 
University of Chicago Press, Chicago, Illinois. 


THE MAMMARY APPARATUS OF THE MAMMALIA. By ERNEsT BRESSLAU. 
With a Preface By Pror. J. P. Hitt, Methuen & Co., Ltd., London. 


DIE GESCHLECHTLICHE AUFKLARUNG IM ERZIEHUNGSWERKE. Von 
Priv.-DozENT Dr. Joser K. FrieDJuNG, Verlag Von Josef Safar, Wien und Leipzig, 
1922. 


THE CAUSATION OF FETAL DEATH. By EarpLey HOouuanp, M.D., F.R.CS., 
F.R.C.P., Surgeon at the City of London Maternity Hospital, Assistant Obstetrical 
Physician at the London Hospital. Published Under the Authority of His Maj- 
esty’s Stationery Office, London, 1922. 


FEEDING DIET AND THE GENERAL CARE OF CHILDREN. A Book For 
MOTHERS AND TRAINED NurSES. By ALBERT J. BELL, A.B., M.D., Assistant Professor 
of Pediatrics in the Medical Department of the University of Cincinnati, Attend- 
ing Pediatrician to the Cincinnati General Hospital, The Tuberculosis Hospital and 
the Christ Hospital, Member of the Medical Milk Commission and Chairman of 
the Divisional Council on Child Hygiene Cincinnati, ete. Illustrated. F. A. Davis 
Company, Publishers, Philadelphia, 1923. 


OBSTETRIC TABLES. A Guipe For Stupents. By Maurice C. ANDERSON, 
L.R.C.P., Ed., Obstretrician, Brixton Hill Maternity Home, Gynecologist Brixton 
Dispensary, ete. Second Edition, A. & E. Black, Ltd., London, W. I., 1923. 


HYGIENE OF WOMEN AND CHILDREN. By Janet E. LANE-CLAyTON, M.D., 
D.Se., (London); Dean and Lecturer on Hygiene in the Household and Social 
Science Department King’s College For Women, Justice of the Peace, Formerly 
Medical Inspector Under the Local Government Board, Henry Frowde and Hodder 
& Stoughton, London. 


THE TREATMENT OF COMMON FEMALE AILMENTS. By FREDERICK 
JoHN McMann, M.D., Edin; M.R.C.P., London; F.R.C.S., England; Surgeon to In- 
Patients Samaritan Free Hospital For Women, London, ete., Edward Arnold & Co., 
London, 1922. 
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PRACTICAL MIDWIFERY. By Gipson M.D., B.Ch., B.A.O. (Dub. 
Univ. F.R.C.P.I., L.M., Master Rotunda Hospital Dublin. With 175 Illustrations, 
J. & A. Churchill, London, 1923. 


THE PATHOLOGICAL PHYSIOLOGY OF SURGICAL DISEASES. A Basis 
FOR DIAGNOSIS AND TREATMENT OF SURGICAL AFFECTIONS. By PROFESSOR Dr, 
FRANZ Rost, University of Heidelberg. Authorized Translation By Stanley P. Rei- 
mann, M.D. With a Foreword By John B. Deaver, M.D., LL.D., ScD., F.A.C.S, 
P. Blakiston’s Son & Co., Philadelphia, 1923. 


CLINICAL AND OPERATIVE GYNAECOLOGY. By J. M. Munro Kerr, Pro- 
fessor of Obstetrics and Gynaecology, Glasgow University (Muirhead Chair), 
Gynaecological Surgeon Royal Infirmary, Glasgow, Honorary Fellow American 
Gynaecological Society, ete. Henry Frowde and Hodder & Stoughton, London, 1922. 


PHYSIOLOGIE UND PATHOLOGIE DER HYPOPHYSE. Von Proressor Dr. 
ArtHur BrepL, mit 42 Abbildungen im Text. Miinchen und Wiesbaden. Verlag 
von J. F. Bergmann, 1922. 


PITUITARY EXTRACTS. REPORTS ON BIOLOGICAL STANDARDS. By 
J. H. Burn, M.A., M.B., AnD H. H. Date, M.D., F.R.S. Published by His Majesty’s 
Stationary Office. London. 1922. 


KEIMESFURSORGE. ENSTEHUNG UND VERHUTUNG DER SCHWANG- 
ERSCHAFTS-STORUNGEN. Von Proressor Dr. ALFRED GREIL. Verlag von 
Curt Kabitzsch, Leipzig, 1923. 


TRAITE DE GYNECOLOGIE MEDICO-CHIRURGICALE. Par S. L. Faure et 
ARMAND SIREDEY. Troisiéme Edition, revue, corrigée et augmentée. Avec 637 
figures, dont 288 en coleurs dans le texte. Paris, Librairie Octave Doin, 1923. 


ANAESTHETICS IN PRACTICE AND THEORY. A TEXT-BOOK FOR 
PRACTITIONERS AND STUDENTS. By J. BLOMFIELD, O.B.E., M.D. Senior 
Anaesthetist to St. George’s Hospital and Lecturer on Anaesthetics to the Medical 
School. Chicago Medical Book Co., Chicago, Ill., 1923. 


PHYSIOTHERAPY, A MANUAL OF APPLIED PHYSICS. By C. M. Samp- 
son, M.D. St. Louis, C. V. Mosby Company, 1923. 


DIE GESCHLECHTSKALTE DER FRAU. EINE PSYCHOPATHOLOGIE 
DES WEIBLICHEN LIEBESLEBENS. Von Dr. WILHELM STEKEL, Nervenarzt in 
Wien. Zweite verbesserte und vermehrte Auflage. Berlin und Wien, Urban und 
Schwarzenberg. 1921. 


GEBURTSHILFLICH-GYNAKOLOGISCHE PROPAEDEUTIK. Von Pro- 
FESSOR Dr. Oscak POLANO. Dritte und Vierte vermehrte und verbesserte Auflage. 
Mit 96 meist farbigen Abbildungen. Leipzig, Verlag von Curt Kabitzsch, 1922. 


PSYCHOLOGIE DER FRAU. VERSUCH EINER SYNTHETISCHEN SEX- 
UALPSYCHOLOGISCHEN ENTWICKLUNGSLEHRE. Von W. LiepMANN. Mit 
zwei Tafeln und 10 Textabbildungen. Berlin und Wien, Verlag von Urban und 
Schwarzenberg. 1922. 
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